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Foreword 
by Alfred H. Stanton, M.D. 


——————————————————À 


Ego and Milieu is a straightforward attack upon perhaps 
the critically central problem of contemporary psychiatry— 
the analysis of the relation between the hospital and treat- 
ment environment and the character of psychiatric illness. 
Recent years have brought much reason to believe that the on- 
set, symptoms, and recovery rates of major psychiatric illness 
are decisively influenced by the environment within which the 
patient is observed and treated; with this belief has come the 
recognition that more definitive scientific analysis of these 
disorders will require a much more sophisticated understand- 
ing of this relationship than is now available to us. Since 
this understanding is important both from a practical clinical 
standpoint and as a base for the analysis of all research in the 
major psychiatric disorders, its pursuit belongs in the very first 
priority in the psychiatric research program. There is no pa- 
tient “untreated” by his environment—only patients “treated,” 
well or ill. 

Reasons for the inadequacy of our grasp of the nature of 
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the interaction between the hospital and treatment environ- 
ment, the patient and his psychiatric disorder are not hard to 
find. The overwhelming service demands placed upon psy- 
chiatrists and the other professionals associated with the psy- 
chiatric effort cannot help but favor a desperate grasping at 
any device which promises some relief for a few patients. Cor 
petition for the services of the professionals best educated fi 
scientific analysis is very high, drawing them away from th 
retical and research careers and separating clinical gifts and ex- 
perience from systematic analytic abilities. Perhaps more im- 
portant, any procedure which promises and delivers some help, 
is treated at a technical level—on the basis of how to do it— 
rather than also at the theoretical level—what does it do, how 
does it affect change? The reforms in psychiatric hospital prac- 


tices since World War II have been heavily influenced by this 
trend. 
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hospital as a therapeutic instrument than did his earlier prac- 
tices and clinical insights. The result has been the develop- 
ment of a body of information as "clinical" as a description of 
a sick person, full of suggestive statements, obviously deeply 
pertinent to the clinical problems of practitioners, but with 
each study standing largely upon its own without there arising 
a body of cumulative knowledge and of deepening analytic 
implications which the field promises. Much is known about 
how empirical study and observation should be carried out, 
and much more is being worked out—but the theoretical inte- 
gration has failed to appear. We are like Withering with digi- 
talis—in possession of an obviously effective and dangerous 
therapeutic agent whose mode of action is complex and hardly 
understood at all beyond the empiric recognition that it works. 

The Cummings bring to this situation the backgrounds of 
a psychiatrist and of a sociologist, both with long experience in 
clinical situations. This combination has contributed to making 
this study a major contribution in developing this theoretical 
integration. John Cumming has worked as a psychiatrist in a 
large provincial hospital, a small receiving hospital, a veterans 
hospital, and, for shorter periods, in other clinical institutions. 
Elaine Cumming has shared much of this experience from the 
point of view of a sociologist and has contributed with her 
husband in the systematic analysis of milieu function. Both 
have studied community aspects of the mental health field. But 
more important for our present purposes, their practical famil- 
iarity with the clinical situation is matched by a long research 
experience and theoretical abilities and interests, which have 
led to a number of incisive analytic studies of therapeutic insti- 
tutions which do point toward the development of a more 
sophisticated level of knowledge. Using a point of view derived 
largely from the, sociological theories of Talcott Parsons and the 
psychological theories of Erik Erikson, the Cummings have con- 
fronted directly the fact that an understanding of the action 
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of any therapeutic agent requires knowledge of how the agent 
articulates with the illness. This is a more important effort than 
may appear at first glance. Conceptually unsolved issues in the 
relation of environmental and interpersonal situations to sub- 
jective, intrapersonal, mental phenomena are reminiscent of 
the problems in the mind-body dichotomy and 
philosophical problem, logical and empirical 
unsettled and not even satisfactorily disent 
psychiatric writers have usually tended to t 
within the person and social scient 
psychiatrist) have tended to 
difficulty in interpersonal rel 
the critical importance of a 
retically for a psychology of 
theory of therapy, has often b 
contentiousness characteristi 


In contrast, the Cummi 


, as in the older 
problems remain 
angled today. If 
hink of illness as 
ists (including Sullivan the 
think of the person as suffering 
ations, the outcome has been that 
ny bridging concepts, both theo- 
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We have written a theoretical book about our practical 
experience in hospitals, clinics, and community. Our clinical 
and intellectual indebtedness to those with whom we have 
planned, worked, and argued are reflected in references through- 
out the book and in the Introduction to Part II. 

Many of the nurses and attendants whose daily rounds of 
work can be glimpsed between the lines of these pages are not 
mentioned, yet we owe much to them. We are particularly grate- 
ful to ward supervisors Jack McIlmoyl, Casper Lix, George 
Moore, Albert Atkinson, and Alvin Blakely of Weyburn Hos- 
pital who pooled their practical knowledge with our theory in 


a working partnership. We would like to thank Jerold Ingram 


for taking careful notes at ward meetings throughout our two 


years at the Kansas City Receiving Center. Many excerpts are 


quoted here. 

To the Medical Superintendents, here and abroad, who 
spent valuable time showing us their hospitals, we are grateful, 
for we learned something from each. 

Our present colleagues at the Syracuse Mental Health Re- 
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search Unit have made major contributions to this book in 
seminars, discussion, and the preparation of materials. Robert 
J. Turner, in particular, gave us the benefit of his intense inter- 
est in the theories of Erik Erikson, Paul Federn, and Robert 
White. We owe special gratitude to Irwin Goffman for com- 
municating to us some of the subtlety of his own thinking. 
Frances Durgin and Abraham Halpern read parts of the manu- 
script and made useful suggestions. Rhondda Cassetta read and 
checked the manuscript, supervised its production, read the 
proof, and acted as an editorial advisor; we thank her warmly. 

The typing of the manuscript was most ably supervised by 
Agnes Helliwell. For permission to paraphrase and to quote 
excerpts we thank the following: The Digest of Neurology and 


Psychiatry, Harvard University Press, Psychiatry, and 'The Free 
Press of Glencoe, Inc. 


Joun Cumminc, M.D. 
ErAmNE Cummine, PH.D. 
Syracuse, N. Y. 
June, 1962 
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BACKGROUND AND SCOPE OF THE BOOK 


i both theoretical and practical. On the theo- 
lsi and pt gs to synthesize some familiar psycho- 
ego El TÉ concepts into a new theory of how the 
E iiis a di function—in its environment. Our 
with ama itself with ego growth and development insofar 
restitution g : the understanding of ego damage and ego 
unskilled : a^ the practical side, we suggest how relatively 
fbr "uim T : can be trained to create a therapeutic milieu 
wa ios ith serious illnesses: psychoses, senile confusion, 
liy, ave s =. and severe neuroses. These practical skills,oin 

edded in and arise out of sociological theories of 


the environment. 

ene past few years the term 

à Pii ie ig that few hospitals wil 

fila " milieu. Some hospitals, 

"n ‘ene ici to a psychotic patien 

Tics three meals a day and a bed each n 
py. But what, in fact, is milieu therapy? An 


b 
€come so popular to claim it? 
e Deutsch + has described how beneficent environ- 
or mentally ill patients have come and gone; whereas the 
ientifically planned en- 
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ment appears to have come into the literature during the 
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late thirties and early forties.* By 1953, David Rioch and 
Alfred Stanton? had published a review article regarding the 
promising new developments in milicu therapy. They started 
with Harry Stack Sullivan's* classical observation that schizo- 
phrenics did not behave in a psychotic way when they were on 
a ward staffed with sympathetic people. Sullivan’s work appears 
to have been the first serious attempt in the twentieth century 
to investigate what Rioch and Stanton call “the nature of the 
social matrix and its use in therapy.” 

It is instructive to observe the variety of programs which 
are grouped together in this 1953 article: it gives substance to 
a belief, widely held at the time, that “it doesn’t much matter 
what you do to mental hospital patients—they will improve as 
long as you do something.” We try in this book to provide a 
coherent theoretical framework that will account for these past 
successes, point to future inventions, and throw some new light 
on ego function. 

When we look at the early experiments in milieu therapy, 
whether or not they were given that name, we notice a common 
characteristic: almost all these experiments used psychological 
or psychiatric theories, or parts of theories, of illness or dis- 
ability and inferred from them what kinds of environments 
would be most therapeutic. The most explicit example of this 
phase is the Menningers’ development of “prescribed” environ- 
ments in which attitudes of staff and activities of the patient 
were prescribed in terms of the individual patient's psycho- 
dynamic diagnosis.5 In a sense, the Menningers were building 
on Sullivan who, in his sensitivity to the schizophrenic process, 
had worked out a way of selecting ward personnel with the 
capacity to understand the patients' anxieties and to respect 
their tangential communications. The Menningers, however, 
made concrete and specific prescriptions for ‘the environment. 
Each patient was carefully diagnosed in terms of his psycho- 


* See, for example, the work of Bettelheim and Sylvester.2 
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dynamic needs and a minutely detailed interpersonal environ- 
ment was worked out for him. Furthermore, frequent evalua- 
tions of his progress were made and the environment was shifted 
as his needs shifted. Carrying out this plan required many staff 
members, and it rested upon two assumptions: that each patient 
could be treated separately in a private milieu tailored to his 
inner needs, and that any staff member could successfully as- 
sume the prescribed attitudes.* 

At Chestnut Lodge, where Sullivan had worked, Frieda 
Fromm-Reichmann 7? 5 carried forward the 
ward personnel. Others, following this tradition, developed a 


as a complement 
an itself be the 
complementing 
z did not attach 
situation, their 
do so. Further- 
Nication as an 
alternative psy- 
chodynamic explanations. In a classical example, they pointed 
out that the patient, when he worries the staff for drinks of 


——MM € 


* There is evidence in the work of Key 9 that the latter assumption 


Was unwarranted. He says, "Tt appears from this finding that differences 
between activity therapist personalities are major determiners of patients' 
perceptions of activity therapists. Efforts on the part of activity therapists 
to adopt different roles with different patients are apparently ineffective 
and are overshadowed by the personality of the activity therapists.” We 
Shall, ourselves, offer a different hypothesis of why these staff memb : 
Were unable to assume the appropriate attitudes, " 
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water, may be just thirsty and not demanding attention. In 
short, they drew attention to the fact that the environment has 
properties that are irrelevant to psychodynamics but important 
to general welfare. 

Since this pioneering study in social structure and patient 
care, William Caudill has contributed two analyses 1% 11 of the 
effect of culture, or organized values, norms, and customs, upon 
patient care. First, he delineated the culture of a small psy- 
chiatric hospital, emphasizing how different expectation and 
belief systems of patients and staff lead to therapeutic impasses. 
Next, he described how the total Japanese culture affects the 
care and treatment of the mentally ill in that country. 

Thomas Freeman, John L. Cameron, and Andrew 
McGhie ?? have developed in detail the relationship between 
ego psychology and certain specific characteristics of the en- 
vironment. They have shown how it is possible to trace the 
influence of certain episodes on the patient's mental state, and 
they have offered a theory of ego boundary maintenance to 
explain what they have seen. They have built an important new 
segment of theory, and we are in their debt. 

"Throughout this accumulated development of theory and 
practice there has been one notable lack. There has been a 
reluctance to consider the possibility that the milieu might 
itself bring about specific changes in the behavior of patients 
and thus specific changes in their personalities. Maxwell Jones, 
however, working in a somewhat specialized situation, has used 
the total interpersonal environment as his major therapeutic 
tool; but he is an exception.* Our failure to take sufficient 
account of the importance of the environment may, on the one 


* Maxwell Jones 13 developed his theory of the therapeutic commu- 
nity while working with patients diagnosed as having sociopathic dis- 
orders. These are people who have difficulty understanding the effect of 
their actions on others. Our theory is complementary to Jones' as it was 
developed mainly in work with schizophrenics, and these are patients who 
have difficulty acting at all. 
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hand, have its roots in our long tradition of focusing on the 
biological unit, the individual. On the other hand, it may be 
because we do not have a viable theory of how the milieu 
achieves its therapeutic ends. 

We shall attempt to tie together these themes and concepts 
and develop a theory that will enable us to practice a milieu 
therapy which is a scientific manipulation of the environment 
aimed at producing changes in the personality of the patient. 
This theory will have to be general enough to include social 
structure, culture, and personality, all in the same terms. To 
do this we must be able to move from discussions of the environ- 
ment to discussions of personality through an articulating set 
of concepts expressed in terms common to the whole theoretical 
formulation. No one seems to have put forward a general 
theory, except for Talcott Parsons," whose general theory of 
action, although very suggestive and helpful, does not lend itself 
very easily to operations. We shall, however, draw upon the 


theories of a number of social scientists and psychiatrists in our 


own attempt to develop a general formulation. 
et forth a theory of ego 


In Part I of this book we shall s e 
function. In Part II we shall discuss illustrations of the use 
of the theory in the treatment of the mentally ill. In Part III 
we shall try to give an idea of the dynamics of the interaction of 
ego and milieu and discuss the future applications of the theory, 
especially in community-based programs. we shall conclude 
with some theoretical, ethical, and pragmatic problems that 
are raised by the theory and that need solution. Parts I and III 
of this book are related to Part I conceptually, but the reader 
whose interest lies primarily in the applications of kon € 
can read Parts II and III independently. Some may wish to rea 


them first and then return to the theory- 
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CHAPTER l 


Some Usable Concepts 
of Ego in the Milieu 


o 


w together a number of ideas 
k of others and reformulate 
discuss the person in the 


In this chapter we shall dra 
available to us through the wor 
them in a way that will allow us to 


situation * in practical terms. 
For these purposes, it is important to have a set of concepts 


that embrace both personality and situation. For example, the 
Oedipus complex, a totally interior notion, is of little help in 
discussing the milieu in which a man suffering from this afflic- 


tion can best be treated. Psychoanalytic concepts are directed 


toward telling us how the individual perceives life, and the 


general tone of his behavior, but these concepts have little 
strength in predicting specifically what he will do. Thus, a 
man who suffers from castration fear may see all men in 
authority as punitive and threatening, and the general feeling 
and attitude he will have toward these men will be predictable; 
but whether or nof he will be able, in spite of this, to maintain 


* The word "situation" will be used interchangeably with the words 


‘environment” and “milieu” throughout. 
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a stable job performance is a different question, one whose 
answer requires additional concepts with other frames of 
reference for its formulation. 

Although traditional psychoanalytic concepts can inform 
us about tendencies toward action, they tell us little about how 
an act will be performed or even if it will be performed at all. 
It is with the latter that we are concerned. However, a number 
of concepts that have grown out of traditional psychoanalysis— 
often grouped together as “ego psychology’’—are useful in think- 
ing of the sick person in his milieu. Because these concepts 
conceive the ego as the point at which the person meets the 
situation, they can help us to answer the question of whether 
or not he will be able to act, and, if he can, whether or not his 
acts will be appropriate. We shall assume throughout that 
patients who are restored to interpersonal and occu 
competence are no longer ill; but we explicitly exclude the 


assumption that personality can be conceived as pathological 
while behavior persists as normal. 


In this book, we shall primaril 
the concept of the ego to theories 
shall deal less with the onto 
properties.* We shall first dis 
manner, using only certain 


pational 


y be interested in linking 
of the milieu; therefore, we 
geny of the ego than with its 
cuss the ego in a quasi-historical 


contributions from a variety of 
theorists. We do not attempt a systematic comparison of ego 


Psychologies, nor a survey of them, but rather a synthesis of 
certain aspects of various theories into a utilitarian whole. 


eas which, when put together and 
elaborated, Provide a core of theory from which we can deduce 
E 


* A lucid summary of t 


he psychoanalyti 
of the ego has been given bue yia fuo 


ry of the development 
by Freeman, Cameron, 


and McGhie.1 
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useful corollaries. The following discussion will try to pull 
together the main features of the ideas of the structure and func- 
tion of the ego as they have been developed by several authors. 
We shall present these concepts in such a way as to emphasize 
an idea latent in some theories, explicit in others: the ego 
grows through a series of successfully resolved crises each of 
which disturbs a temporary equilibrium but leads to reorganiza- 
tion at a higher level. The ego may thus be thought of as in a 
moving steady state. 


HARTMANN'S CONCEPT OF A CONFLICT-FREE 
PORTION OF THE EGO 

"Traditionally, the ego was considered, as Freud ? postulated, 
to compromise between conflicting impulses and demands. It 
was conceived as uniting in some kind of workable harmony 
the imperious demands of the id and the equally imperious 
strictures of both the superego and the environment. The ego 
in this view is an arbitrator, a transmuter, and a synthesizer 
establishing priorities and changing undesirable impulses into 
acceptable ones. 

Heinz Hartmann ? enlarged Freud's original concept of the 
ego. He did not believe that it arose, as Freud conceived it, in 
conflict between the id, superego, and reality, with only the 
function of synthesizer. Hartmann recognized a “conflict-free 
portion"—that is, a part which developed from the natural 
endowment of the individual and which was not dependent on 
the classical Freudian joust for its existence. This portion he 
conceived as being the individual's native competences—his 
ability to walk and to speak, as well as the inborn talents that 
he brings to bear on problems needing solution. He believed 


that instrumental tasks were performed under the direction of 


this conflict-free ‘portion of the ego. His reasoning was based 
partly upon the observation that children develop the skills 
of speech and thought and locomotion under widely differing 
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environmental circumstances and, therefore, that a "built-in" 
plan rather than psychic conflict seemed to be operating to 
produce them. The plan is conceived as built-in in the sense of 
a certain potential being present which requires certain environ- 
mental minima in order to emerge. The environment, there- 
fore, governs the details of the emergent qualities but not the 
ground-plan. This is the concept often referred to as an 
“epigenetic plan” of development. 

When all of the emergent capacities— 


thought, perception, 
intention, comprehension of objects, mot 


or development, and 
so on—are taken together, they form the conflict-free structure 
of the ego whose function we know as “executive. 
that individuals must vary according to their nativ 
and that biological energy itself is a determinant 
since it affects the executive function. 

Innate skills will usually lie latent until 
cumstances f. present themselves, 
of their development are sensitiv. 
Furthermore, there is reason to 
that certain skills may sometimes b 
at the propitious time.1 

On the whole, the uniform 
walking and s 


" * It follows 
e endowment 
of personality 


propitious cir- 
but the manner and degree 
€ to the social environment. 
Suspect from animal studies 
€ lost if they are not developed 


ity with which skills such as 
peech develop Speaks for an epigenetic origin. 
€ expected to be much more variable in their 
development if they were conflict-born, and a much more 
obvious gradation of competence in such things as walking and 


talking should match gradations in the effectiveness of the 
resolution of the conflict. 


Hartmann and others, then, conceived the ego as partly 
E eet 

* Freud recognized the exe 
work out its origins in detail, 


t Davis 4 reports a child b } 
both speech and lo va 


her age mates whe 
t See, for exa: 


‘cutive function of the ego, but he did not 


: p in extreme "isolation who lacked 
comotion at the age of eight and yet caught up with 
n given special training. 
mple, the work of Scott.5 


€ .— 
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formed by important talents emerging from biological sources 
and nourished by biological energy. When these talents are 
exercised in appropriate socio-cultural situations, they grow to 
their maximum potential. Thus, the ego psychologists have 
characterized the ego as being partly conflict-born and synthetic 
in function but also partly conflict-free and executive in func- 
tion, with the whole structure sensitive to the environment for 
maximum development. 

An important question about the nature of the ego persists. 
Why does it function at all? Why do people do difficult things 
for little reward? Why does a child, once having learned to 
walk, continue to walk? Freud believed, and some modern 
theorists such as Gardner Murphy ° and the various learning 
theorists * agree, that the drive to reduce tension pushes a 
child along. The latter group differs from Freud and his fol- 
lowers only in its concept of the origin of tension. Freud sees 
this tension arising in the two great drives, Eros and Thanatos, 
whereas the others postulate thousands of specific "tissue ten- 
sions.” In this view, behavior is caused by the anticipation of 
the pleasure accompanying the lowering of that tension. This 
explanation has never been acceptable to a still different group 
of theorists that includes Gordon Allport 8 and H. A. Murray,° 
who argue that it does not account for any of the outgoing, 
reaching, initiating, or "proacting" behaviors that are so es- 
sentially human, even if it is agreed that the organism might 
deliberately raise tension in order to lower it. No one of the 
drive theories seems totally satisfactory for the understanding 
of human behavior. Nevertheless, abandoning them usually 
leads to concepts that are indistinguishable from them except 
in name, We do not reject the idea of drive in this theory, but 
it will not be prominent. It can be assumed that some theory of 
drive is necessary to account for ego energy and motivation. 


Lm 
* See, for example, the work of Hilgard and Marquis.7 
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Freudian theory itself gives us many examples oe ne 
drives supplying energy for purposes far different a Pon 
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for motivation of the culture, especially the value system. 
Authors such as Karen Horney,'? Clara Thompson,” and Erich 
Fromm 11 have focused on the interpersonal and cultural im- 
Pact of the others in the situation. Harry Stack Sullivan ** made 
?n early and systematic attempt to build a theory that would 
account for schizophrenia, which he conceived as an interper- 
Sonal failure, 
No one of these authors, however, has dealt in a systematic 
Way with the effects of the environment upon the developing 
go. But Hartmann realized that the two "portions" of the 
“80—the conflict-born and the conflict-free—were mutually in- 
‘erdependent; and, because of this interdependence, he per 
ceived the importance of the environment in the development 
of the ego, Thus, if the synthetic function of the ego is not 
developing well, and if the id impulses are not under good 
rontrol, the executive function has difficulty emerging. n : 
truism that if a child has developed an inappropriately punitive 
p Perego, he may not be able to learn so well or so mU quA 
« Would be able to if he did not have this source of guilt and 
anxiety, and, as a result, he will not fully realize his € 
Kou of inherent skills. In this way, à een ie 
etic function results in an improperly developed exe" pa 
ponction, and thus the integrity of the ego must þe vie 
listically, d 
What has not been so clearly recognized in the past is us 
Well-being of the ego is also affected in a reverse way. ia 
d has learned a wide variety of such skills as reading, co 
ating objects, writing, running, and doing arithmetic, he 
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have a wider perspective on problems and will be aware of 
more ways in which they can be approached. An intellectually 
competent child is therefore likely to find acceptable outlets 
for his impulses, because, when accrued skills result in a 
stronger executive function, the conflict-born portion of the 
ego will be subjected to less stress. This does not imply that 
intellectual development as such has ego-strengthening prop- 
erties but rather that intellectual development leads to com- 
petency which in turn fortifies ego structure. 

The ego can be looked upon as a unitary structure func- 
tioning not only to placate imperious biological drives and 
inescapable social demands but also to invent patterns of in- 
trinsically rewarding action. 


The way the person comes to perform appropriately in a 
wide variety of situations is usually known as “ 
“adaptation, 


because it is 


adjustment" or 
" * This adaptation not only symbolizes continuity 


the act of accepting the situati 
generations of men, 


thus changes the e 


on created by past 
but it also contributes to the situation and 
nvironment, if only imperceptibly. In this 
sense, adaptation is a two-way process in which the individual 
Teorganizes himself to accommodate to the milieu and at the 
same time influences that milieu. In this formulation, Hart- 


adaptation, creative outlets that in turn are reflected in thé 
face of the general culture. 


ERIKSON'S CONCEPT OF EGO IDENTITY 


Erik Erikson,7 writing two decades later than Hartmann: 


mportance to the individual of variations i” 


* For some time "adjustment" 
J 


has been a “bad” 
tion” a “good” word, but we use t| 


Word and “adapt” 
hem interchangeabl 


Wy. 


Some Usable Concepts of Ego in the Milieu 19 


the situation and, therefore, addressed himself to the problem 
of the ego developing in a society. He concluded that the 
development of “ego identity"—an essential ingredient of the 
intact and healthy ego—requires a "successful alignment" of 
basic drives, individual endowments, and the situation—that is, 
of the impulse life, the synthetic and executive portions of the 
ego, and the opportunities in the situation. He was, then, the 
first to give equivalent value to the environment. He believed 
that only harmony among all four elements would allow the 
individual to maintain a sense of continuity, both of himself 
and of the situation. When he achieves this harmony, the person 
has “. . , the accrued confidence that [his] ability to maintain 
inner sameness and continuity . . . is matched by the sameness 
and continuity of [his] meaning for others." A child who learns 
to know and master himself and the world has a sense of himself 
85 one who is capable of handling a predictable environment. 
Like Hartmann, Erikson believes that there is some 
epigenesis in the development of the ego—much of it is “‘built- 
In" and needs only the proper circumstances in which to 
emerge to full potentiality. But he adds his own concept of 
identifiable crisis points in development. A child, in his view,” 
increases both his skills and his drives as he matures, but, at the 
Same time, society makes culturally determined demands of 
him and signifies culturally approved opportunities for action. 
For example, at a certain point in his life, a child must go 
to school, and there he may further increase his mastery of the 
€nvironment. Such changes may coincide with more funda- 
Mental epigenetic phases of development, and these inner and 
Cuter changes together will require major reorientations on 
the part of the child, both to himself and to the world around 
him. These needs for reorientation are essentially problems to 
be solved. If he solves each problem adequately as he meets it, 
a child will be better able to solve the next—in short, his ego 
will be stronger and more capable of further problem solution. 
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If the child fails to resolve one crisis, his ego remains weak and 
less able to resolve the next one. Thus, Erikson gives us the 
idea of growth through crisis resolution. 

Erikson added to the idea of ego adaptation a further idea 
of ego feeling. This concept was developed earlier by Paul 
Federn. It is a sufficiently important concept to warrant 
separate treatment, and we shall return to it again; but, in the 
meantime, we note that when Erikson speaks of a “sense” which 
is a pervasive, affective tone accompanying the state of ego 
identity—or its opposite, ego diffusion—he approximates Federn 
very closely. He contributes, however, the specific idea of ego 
identity producing a feeling of appropriateness and satisfaction 
or even euphoria, whereas ego diffusion is experienced un- 
pleasantly as a disjunction between self and society. 

We can, as we accumulate these ideas, conceive of the ego 
as a product of both biological characteristics and the encounter 
with emergent problems. As the person adapts to the environ- 
ment, he modifies it at the same time, partly through sponta- 


neous creative acts. In doing so he achieves a certain harmony 
with the interpersonal and cultural situation. 


MEAD’S CONCEPT OF THE GENERALIZED OTHER 


We turn now to those theori 
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concerned with how a child le 


arns to act in roles. George Herbert 
the apparent ease with which chil 


Some Usable Concepts of Ego in the Milieu 21 


means that he has also learned something of the father role. 
By the same token, the father relives his earlier role of son to 
his own father in the course of interacting with his child. In 
this way, the two come to understand each other and to act 
firmly in their own roles while “taking the role of the other" in , 
order to understand the interaction. 

Mead observed that the same principle of learning extended 
beyond the two-person relationship and eventually included 
the “generalized other.” If, for example, a baseball player can- 
not predict what all eight of his fellow players are likely to do, 
he cannot play. Although he acts as an individual, his action 
must be such that it is appropriate to the concerted action of 
nine persons. When a boy finally enters his first job, his success 
will depend in part upon his ability to muster the appropriate 
elements of an intricate organization of past role experiences 
centered upon task performance. His abilities as a baseball 
player may in the end be the most important antecedent to his 
first job. 


PARSONS' CONCEPT OF SOCIALIZATION 
Talcott Parsons?" talks of growth and development in: 

terms similar to Mead’s, but like Hartmann and Erikson, he 
assumes emergent, biologically given capacities and periodic 
interruptions of stable equilibriums by these capacities. Parsons' 
description of ego development departs from the others in 
postulating the need for a certain essential minimum of dif- 
ferentiation in the environment in order for a child's emerging 
abilities to develop and function adequately in his society. His 
theory postulates the development of a child's personality 
through development of a role repertoire by "internalization" 
of the adults in the environment. Through a process of assigning 
familiar objects into»finer and finer categories, a child learns to 
discriminate the appropriate relationships first between him- 
self and his mother, later between the sexes, between adults and 
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children, between his family and those outside of it, and, finally 
between people to whom he relates in terms of their per 
formance in their roles and those to whom he relates in terms 
of their intrinsic qualities.* Equally important, he learns the 
relationships among all these roles, so that he incorporates them 
as his personality or ego organization and so is able to interact 
meaningfully with others, even when he is in a group who are 
interacting among themselves as well as with him. As he learns 
all these distinctions, a child "internalizes" 
way. Parsons has thus taken Mead's idea of "learning the role 
of the generalized other" and has refined its inner structure. f 
By doing so, he is able to specify the dimensions of the adult 
personality in the same terms as adult social roles. Further- 
more, the organization of personality in this view reflects the 
organization of Society, because both are built up of the relation- 
ships between people acting in roles, first, in the nuclear family 
and, later, in the greater society. The ego is so organized that 
the individual, with comparative ease, can assume all the 
major roles in society: Spouse, parent, worker, friend, and so 
on. This concept also adds content to Erikson's idea of ego 
identity, and it can be used to specify areas of failure in identity 
—that is, diffusion. Thus, in Parsons’ view, a child, learning 


her person’s part in any set of inter- 


them in an orderly 
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point will leave him unable to organize the various “internalized 
others” in a way that will allow him to act in the roles prescribed 
for adults. The refinements of perception and inner organization 
and the enhancements of ability to take roles are both conceived 
as occurring at an ontogenetic crisis similar to those recognized 
by Freud, as well as by Hartmann, Erikson, and other ego psy- 
chologists. Parsons, again using Mead’s basic concept, con- 
tributes textural richness to the scheme by suggesting how the 
actual structure of society becomes meaningful to a child, and 
hence manageable. Furthermore, Parsons’ theory suggests why, 
for adequate socialization, it is so necessary for the parents to 
have full membership in their own society: only if they do 
can the child learn a variety of role relationships. 


LEWIN’S CONCEPT OF GROWTH 

As early as 1941, Kurt Lewin ?! was developing an idea of 
8rowth as a two-phase process. In his theory, the individual 
Was conceived as a point in a field of forces, and this field was 
called "lifespace"—a concept with points of similarity to our 
idea of ego. Lewin conceived of the lifespace as containing dif- 
ferentiated areas which became more numerous as a child grew 
Older. As areas are added to the lifespace, integration among 
them is taking place; the lifespace, thus, has an interdependence 
of its parts or, as Lewin called it, unity. Growth, to Lewin, im- 
Plied both differentiation and integration. 

This is an important concept for us. It suggests, for 
example, that the complex of learned role interrelationships 
that Parsons describes does not automatically organize itself 
but requires an active process of simultaneously internalizing 
new role relationships and integrating them with those already 
internalized. Furthermore, it raises a question about the nature 
of this integration. Ita person learns some role relationships in 
Considerable detail and neglects others, can the over-all in- 
tegration of these ego elements somehow compensate for this 
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abstraction but a reality. It is an entity which stands in relation 
to the continuity of the person in respect to time, space, and 
causality. It can be recognized objectively and is constantly felt 
and perceived subjectively.” We possess, in other words, an 
enduring feeling and knowledge that our ego is continuous and : 
persistent, despite interruptions by sleep, forgetting, or un- 
consciousness, because we feel that processes within us have a 
persistent origin. Federn, thus, includes in ego feeling both 
mentation, or consciousness, and feeling. He says explicitly 
that . , , the ego's experience of itself does not consist simply 
in the knowledge and consciousness of the qualities of the 
€89 ... the experience also includes a sensory element for 
Which the words 'feeling' or 'sensation' are appropriate." Ego 
feeling, then, is permanently colored with affect and is more 
than just self-consciousness.* 

Federn believes that an important inherent quality of ego 
feeling is its persistence through time; after an interruption, 
normal people recognize ego feeling as the same feeling that 
they had been experiencing before. 

A final important property of ego feeling is that it is 
bounded, Federn says, "Whenever there is a change in ego 
feeling cathexis, we sense the 'boundaries' of our ego." (Ego 
Psychology and the Psychoses, p. 64.) Any stimulus that impinges 
Upon the person arouses ego feeling or a sense of self. Federn 
Uses the term “‘cathexis” to describe the flow of ego feeling or 
nergy which greets a stimulus and determines its relation to 
the self and, hence, in turn, modifies ego feeling. The ego 


— 

* Federn thinks of ego feeling as a concrete reality that can be both 
Tecognized Objectively and perceived subjectively. It also validates the ex- 
Istence of the ego. (* ... the familiar phenomenon of the ego feeling 
“+ + Proves the existence of the ego.” Ego Psychology and the Psychoses, 
P. 212.) Although it seems to us that ego feeling as Federn describes it 
cannot validate an ego any more than it can validate the presence of a 
Soul 9r a homunculus as the organizing principle of human behavior, his 
ideas 1n general have great heuristic value. 
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boundary may thus be thought of as a surface which is char- 
acteristically in touch with a wide range of stimuli. The ego 
boundary must be thought of as unequally involved over its 
area, inasmuch as there may be more ego energy in some parts of 
it than others. For example, a person sitting and talking with a 
friend may be conscious of a number of other stimuli—the wind 
in the trees, the fire dying down, the sound of children talking 
in another part of the house. These other stimuli are un- 
ambiguous, and he has sufficient ego involvement with them to 
retain a clear feeling of himself as Separate from but related 
meaningfully to them, but his strongest ego involvement OF 


cathexis, or attention, js with the friend with whom he is en- 
gaged in conversation. 
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Federn has talked about ego feeling among normal people 
only in terms of its rather dramatic appearances and disap- 
pearances during sleeping, dreaming, and waking. It is likely, 
however, that it varies considerably in the ordinary course of 
events and that it may even suffer periodic disruptions that are 
"phenocopies" of the major disruptions which characterize the 
psychoses. 

There is evidence from the many studies of sensory depri- 
vation ?? that a certain level of stimulation must be maintained 
in order for identity feeling to remain intact. It appears that 
the figure must have a ground, that existence must always be 
reinforced, and, perhaps, that we can know the world only 
through change. These speculations, however, take us into the 
arca of neurological correlates of experience, and we are not 
qualified to proceed; nor, for the pragmatic purposes of this 
book, is it necessary that we do. 

Freeman, Cameron, and McGhie! have discussed, in 
Chronic Schizophrenia, some of the problems of managing 
Schizophrenia in terms of ego boundary, and they have shown 
interesting evidence of the difficulty that schizophrenics ex- 
Perience, under conditions of ambiguity, in distinguishing be- 
tween themselves and others.* Edward Bibring ?? has described 
the "emptying" of the ego in depression and the sensation of 
the "draining" of self-esteem which is experienced. All these 
€vidences of disruption of ego feeling and ego boundaries in 
the acute illnesses fail to account for variations in normal ego 
feeling. 

Some people seem to be more acutely aware than others are, 
of ego boundaries, and some are more prone toward feelings of 
dispersion or diffusion. There is preliminary intuitive evidence 
+ Although these Authors have a psychodynamic explanation for this 


failure, it seems to us to be more usefully thought of in terms of failure 
to make the first distinction in Parsons’ scheme—that is, to distinguish be- 


ween oneself and others. 
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that some people when in crisis suffer from feelings of aliena- 
tion, depersonalization, or loss of boundary, whereas others 
suffer from feelings of deflation, emptiness, and collapse. There 
may eventually be a systematic language for discussing these 
feelings; in the meantime, it is worth noting that there do 
seem to be differences that probably have analogues in the 


subjective experiences of people with different kinds of psy- 
choses. 


RECAPITULATION OF SELECTED CONCEPTS 


The concept of ego is formulated differently by the various 
authors from whom we have borrowed, but there are cores of 


- First, ego is conceived as an 


$ power of discrimination and, 
and has added to his knowledge of 
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possible—may be ego feeling at the boundary.* This feeling, or 
cathexis, seems to act at the boundary between the individual 
and the environment as the organ through which the affective 
aspects of the world are sensed, sorted, classified, and ultimately 
known. Ego boundary and ego feeling may also provide the 
Sharp and immediate sense of self as separate from the world, 
without which action cannot proceed effectively. 
ee 

* Notice that Federn and Erikson both impute empirical reality to 


Cgo, bringing the meaning close to self. Throughout most of this book ego 
18 a construct that does not have neurophysiological correlates, 
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CHAPTER 9 


Ego Organization 
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We shall now attempt to regroup some of the ideas dis- 
cussed in the previous chapter into one general concept of the 
relationship of the ego, viewed as a whole, to the milieu. 
Central to this conception will be the idea of ego organization. 
We shall introduce the term ego set to denote an element of ego 
organization, and we shall suggest ways in which the major out- 
lines of ego organization may be laid down during socialization. 
We shall then consider the process of adaptati 
ment and advance the hypothesis that this i 
€go organization and accompanying chang 
Later, in Chapter 4, we shall Suggest ways in which the ego, as 
we conceive it, solves ordinary problems and some of the ways 
in which it may fail during pathological states, 


on to the environ- 
nvolves changes in 
es in feeling tone. 


EGO SETS 


In our view, the unit of the ego is an internal representa- 
tion of a constellation or sequence of events experienced as part 
of an environment with a specific affective tone. This representa- 
tion, which is conceived as having a corresponding underlying 
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pattern of neurological activation, we shall call an ego set. It is 
important that this unit is not a small structural building block 
but, rather, an organization through short periods of time of 
experiential elements. It is equally important that it is simple, 
and not a massively complex unit such as “the internalized role 
model." 

Ego sets are assumed to be general in function since they 
can be used in a variety of specific situations and in combina- 
tion with other sets. Thus, the organization of countless frag- 
ments of interaction, role playing, ideas, and sensations might 
result in a group of sets that, taken together, correspond to "my 
relationship with my aunt." This group of sets might then be 
generalized to “a relationship with an older female who belongs 
to my intimate circle," or it might be used in combination 
with other sets to produce "my kindred on my mother's side." 
These ego sets—like Lewin's lifespace areas—are assumed to be 
strengthened and differentiated in interaction. At the same 
time, they become more numerous and their organization, or 
integration, becomes more complex. Furthermore, if White is 
correct in positing a motivation toward competence, there 
should be a general human tendency to use new sets in old 
situations—rather than always to cling to those that have been 
successful in the past and, as a result, to develop even more 
complex organizations. i 

Role learning, in this view, is general rather than specific, 
and this implies that the ego is able to apportion ego sets into 
complex organizations and thus is able to meet new role 
demands. These organizations are built from elements learned 
in interaction with numerous role models. At the same time, 
organized patterns of these sets of internalized role elements 
are constantly used in dealing with the milieu. 


ORGANIZATION OF SETS 
We shall now return to an idea, common to the work of 


Mead, Lewin, and Parsons, that some form of inner organiza- 
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tion is essential for social action. Med, it will be recalled, 
postulated that a child, in order to act in his own role, must 
learn to take the roles of those with whom he interacts, In the 
same vein, Parsons argues that a developing child learns both 


is an Organization of s b 

ets and can be 

thought of as a master set. We shall attempt to use the words “set” and 
Ego set” to mean relatively small oa 


and “organization” to 
S are, in the end, arbitrary. 
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relationships and objects do. He suggests that this is how 
cultural patterns come to be held so dear. Such organizations 
seem to be fundamental to the efficient handling of the environ- 
ment. In fact, no matter what mechanism is used for learning 
them, such organizations seem to be essentially human ir 
character. 

Ego organization, then, must articulate ideas, objects, and 
potential action—or, rather, their representations—into a co- 
herent whole. To look at role learning in these terms would 
lead us to suppose, for example, that a child who has never 
interacted with adults having work roles will be handicapped 
in discriminating between the behaviors appropriate for inter- 
acting with people who share such general and acquired criteria 
as "one of the class of people who lay bricks” and those be- 
haviors appropriate for interacting with people who share the 
particular and inborn criterion of “belonging to our family.” 
Such a child will find that none of the sets acquired in familial 
role relationships will be entirely appropriate in a work situa- 
tion; he may then become the victim of the kind of conflict 
over authority that comes from relationships in which the boss 
is mistaken for the father. By the same token, a child who does 
not well distinguish the culturally assigned roles of men and 


women will be confused about sex-role behavior. In both cases, 
on can be thought of as leading to an 1n- 


imperfect socializati 
and hence 


i i iated sets 
adequate variety of sets or poorly differentiated sets, 
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to less general ego organizations. 


RESPONSE TO CHANGE AND ADAPTATION 
Flux and change is the normal state of human beings. The 
continual, smooth rapprochement between the individual and 
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his environment is adaptation. It is only when changes are of 
an unusual order that adaptation becomes a conscious process. 
An early formulation of W. I. Thomas says that ". . . when 
influences appear to disrupt habits, when new stimuli demand 
action, when the habitual situation is altered, or when the 
individual or group is unprepared for an experience, then the 
phenomenon assumes the aspect of a crisis." 3 In our terms, it 
seems probable that the ego must have a certain minimum 
variety of elements and a certain minimum generality of organi- 
zation in order not to experience change as a crisis. Further- 
more, the environment in which the individual acts must have 
a minimum of stability. 

We are not yet in a 
of these minima might b 
ego is indeed a com 


the system and some “ego 
should apply both to losses 
of new objects—as in either 


mem à " 

is oe * points out that Brief does not appear to be a function 
of the kin o affect felt for the deceased role Partner but, rath f the 
amount of Interaction with him. hielo 
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ideological and affective systems must also be tied up and 
reassigned, perhaps to new objects. Alternatively, some objects 
may lose meaning and require expulsion from the ego. For 
example, the death of a husband forces his widow to undertake 
both ego and environmental reorganization. If she has a child, 
she must realign herself to him in a two-person rather than in 
a three-person way, incorporating the memory of her husband 
as part of the culture of this two-person system. If her husband 
had been attached to his sister, his absence leaves the widow 
with a disruption of the ego organization that she had expe- 
rienced as “my husband-and-his-sister.” It is not surprising 
that we find empirically * that many widows, being older and 
with reduced cathexis, reorganize their lives by allowing the 
relationship with their husbands’ relatives to die out. 

On the other side of the coin, if the widow were to remarry, 
the incorporation of the new object and the multiplicity of 
slightly changed relationships that his presence would imply 
would also require ego reorganization. 

To look at this process from the point of view of the 
environment, we might say that the organization of the ego 
depends for its effective function upon some kind of constancy 
of situation that can provide repeated confirmation to the ego 
sets used in dealing with it; that is, the environment must 
contain familiar objects, role constellations, and ideas. In 
stimulus-free environments, as we have noted, ego organization 
fails. When a child’s environment is chronically impoverished, 
it seems likely that a reasonably well organized ego of little 
variety might result; this in turn might lead to " child's failure 
to adapt to major environmental changes, possibly because a 
child's whole ego structure, rather than just a portion of it, must 
dedifferentiate and disorganize in order to include new elements 


* 
or compensate for the loss of old ones. 


gical, neurological, and temperamental dif- 


* There probably are biolo; 1 p 
fluence the relative ease with which new 


ferences among people that in 
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It is obvious that most ego shifts can be made quite easily 
by most people and that there is some compensating mechanism 
that allows stability to persist when elements of the ego are 
being dedifferentiated and rearticulated. Cases of extreme loss 
and crisis we shall discuss in the next chapter, as we advance 
our theory a little further. At present, we shall emphasize that 
the ego is thought of as in equilibrium but at the same time in 


Id, we often revert to the old way that no 
longer works; but eventual] 


Way, we use it all the time. Such 


experiences. In this wa 
anticipation" 
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general sets may be invoked specifically to envision a stable 
future at times of change and ego openness. The use of language 
for this process suggests that it is so important in the organiza- 
tion of the ego that the personality as we know it cannot de- 
velop without it. Furthermore, these generalizations allow the 
ego to free itself from the specifics of time or place. If difficulties 
arise, it is possible to anticipate relief; even in the normal 
course of events, this ability to transcend the immediate situa- 
tion endows the ego with a core of autonomy. 

To sum up: the constantly changing ego is, in a sense, a 
constantly open and potentially vulnerable ego; but this is its 
normal state. It must be in this condition in order to perform 
its functions. Moreover, the greater the variety of its ego sets 
and the greater its number of general ego organizations, the 
more buffered the ego is against the possibility of insult. 
Although this formulation may sound as if the ego were con- 
ceived to be in precarious equilibrium, it is really thought of as 
complex, flexible, and general—and able, through rearrange- 
ment and recombination of elements, to adapt successfully to a 
varied and changing environment. The ego is not ideally in 
equilibrium; it is ideally in motion—in a moving, steady state. 


AFFECT 
Because ego sets are in constant flux, the boundary of the 


Therefore, both the condition of the 
ent and the level of organization of the ego will be 
affective responses. In general, coherent organiza- 
e accompanied by a pleasant affect and disorgani- 
easant sensations; and inasmuch as some motiva- 
ns, this unpleasant sensation may 
to adapt—that is, to shift the 


ego must vary constantly. 
environm 
reflected in 
tions should b 
zations by unpl 1 
tion arises from tissue tensio 


be a wellspring of the motivation cilm 
ego organization or to modify the enviro 
The interaction of the ego and the environment can 


result in a wide variety of affects. We assume, for example, that 
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a sense of ego identity is generated when a well-organized ego, 
supported by adequate biological energy, acts in an appropriate 
environment. It is possible to imagine that a large number of 
familiar affective states can arise from the interaction between 


interaction of the organized-disorganized aspects of ego and 
milieu and the latter by the “fit” between the variety and rich- 
ness of ego sets and environmental elements, The table is, of 


course, speculative and intended only to suggest the variety of 
possible affects. 


"110ddns jo asuas v 10 Áysonn 0} Jou qmq orued 10 [eMve1puia 03 Ánpmqein 
Hp Ul: IJs WSU səpe oq) ‘paSueys oi^ NIMU JYI Jo 3uo1u0 Ə ji ‘səpe jueseo[dun 10 aaneSau aduariadxa oj poi»dxa 
9q PINOM nomrur snongiquie ue ur oa pozrue21osrp ay) 'o[durexo 104 ‘suo, aysoddo jo ouo Jur yaye IP YTYs PMO nairur au 
jo 1uojuo» ay} IYI poiedrnuv aq jou p[no^ IJ "norrur jo spury 3u213grp 0j o[dood 1uo12grp jo sosuodsoi o[qrssod jo oSuvi əpım 
ayy dn syurod *1o42^0q ‘IQUI IJL "Á[qexopisuoo Area Je PINO? syaye ISIP 're;op Aue ur pagrads Jou sr 3u2uruozuo aq SV , 


sjas 08a 
310ddns (z4aysormn9) parenuo1agrp 
Ayyedy TeMeIpy UM, Jo asuag Aarxuy Áq1ood ‘mag 
J sias 03ə 
310ddns porenuoiogrp 
Áyrqeinag 5rueq uonensnig jo ssuag Aqzood ‘kue 
G37INVOWOSId 
ssauaye $195 089 
(eAatsormn) -udo1ddv kysormə parnusngp «x 
Aarxuy Aarxuy Jo asuag jo asuag TM mq ‘may 
ssauaye sjas 08a 
Aysor Aytsormo -udoidde porenuo1optp 
PINAL asuaquy wopai0g jo asuag TEM ‘Aue 
GaZINVOUO 
——ÓSÓ—Ó—————————————————ÉÓÁHÁU nd 
poausiuanodu] Yny paystsanoduy yong oS93 əy} fo 
Kjannvjay &qomvjaar Qaan Qang uoripuoy 


GaZINVOYO ATSNONIIANVY G3ZINVO9NO ATAVAIO 


+ WaWUOIAUY jo uopuoD 


INZANOWIAN;[ ANV OOF JO NOILOVUALN] FHL A8 GALVAANAD SIO34dV ANOS 


I TISV.L 


THE EGO 
42 


because of the assumption of a suitable environment that seems 
to permeate the concept, we shall use it only in the way in 
which we think Erikson meant it—that is, asa well-organized 
ego acting in an appropriate environment with a sense of a 
fidence in the persistence of both itself and the environment. 
However, we shall more often deal separately with its three 
elements and discuss ego organization, the structure of the 
milieu, and the expectation of future events. 


SELECTION AND HIERARCHIZATION OF SETS 


Not all €go sets are in use at once; 
kind of usefulness. Some are concerned 
with interpretation—both affective an 
course, can be used together in a varie 


not all are of the same 
with action and some 
d cognitive. Both, of 
ty of combinations and 


manner of everyday 
thinking, 
shift our 


T problems with th 


is complex idea, see 
mental health.” 
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The conception of hierarchical selections of sets, as indeed 
the whole conception of ego sets, leads again to the question 
of whether or not a translation into neurological terms is pos- 
sible. However, such speculations are beyond our competence 
and the purpose of this book, and we shall not press them 


further. 


EGO ABILITY 

In general, ego ability can be called the capacity to find the 
sets or organizations to deal with any particular environmental 
problem and to hierarchize them appropriately to the problem. 
If, for example, a salesman must divide his weekends between 
his family and certain tasks connected with his work, the suc- 
cessful organization of uninterrupted periods for completing 
his tasks might be evidence of ego ability. However, putting 
the tasks aside and allowing attention and cathexis to flow onto 
Iso evidence of ego ability. 

The clinical term “ego strength,” often used to indicate 
resistance to mental illness, we shall reserve to describe the 
general capacity of the ego—that is, the number and variety 
of sets, the generality and complexity of their organization, and 
the ability to hierarchize, select, and act out of appropriate 


Organizations. 
Ego organization can b 


sociable interaction is a 


e thought of as being partly avail- 


able to awareness through ego feeling and affective state and 
“self concept.” ‘The 


through the cognitive manner that we term = 
average person asked to describe himself will present a list of 
physical descriptive attributes, a list of roles, and a list of gen- 
eral modes of acting. He might say, “J am a man, a mechanic, 
and an optimist.” There is some evidence from the work of 
T. S. McPartland and John Cumming? that the reports will 
Vary with ego state. The majority of the self-statements made 
by normal people are concerned with either status-role or style 
of social and personal interaction. These normal people seldom 
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make the kind of concrete physical-descriptive statements that 
are found on drivers’ licenses; similarly, they make very few 
abstruse personal statements that appear unrelated to status 
and role—such as, “I am a child of God.” On admission to the 
“hospital, schizophrenics do just the opposite. When asked to 
describe themselves, most of their statements either consist of 
unindividuated concrete labels, such 
abstruse personal statements; 
social interaction. As they rec 
changes until at discharge th 


as height or weight, or are 
only a minority are anchored in 
over, the ratio of their statements 


cir lists of self-attributes resemble 
those of normal people. Inasmuch as identifying oneself realis- 


tically demands a measure of ego ability, the inability to do so 
is another example of ego failure.* 
In summary, 


discuss some gen isi ; 
them in our own 
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CHAPTER 3 


Ego Growth 
Through Crisis Resolution 


——————————— GE 


In Chapter 1 we saw that a number of theories of ego 
formation rest upon an assumption that periodic disequilibri- 
ums between a developing child and his environment are fol- 
lowed by resolution and re-equilibrium at a higher level of 
ego organization. In this view, the normal development of a 
child is periodically marked by emergent biological changes 
that require a readaptation between him and the environment. 
Our extension of this concept suggests that, at each of these 
periods of openness and vulnerability, a successful resolution 
of the crisis enhances the ego by increasing the number and 
variety of sets and the complexity and generality of the organi- 
zation. This brings ego organization into better harmony with 
the increasing demands of the environment and by the same 
token confirms the appropriateness of this organization when 
it is successfully invoked in handling that environment. In con- 
trast, failure to resolve any developmental crisis leaves a child 
inadequately prepared to solve future ones because he has few 
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or poorly differentiated sets and perhaps an inadequate level 
of organization.* 

The phenomenon of interrupted equilibrium, however, is 
more general than this discussion has so far implied. We can 
distinguish three major types of disruptions, or life crises: 
the biologically tinged, the environmentally tinged, and the 
adventitious. We shall briefly discuss them here, not because 
we are centrally concerned with them but because they are im- 
portant in the development of our theory and because we shall 
find familiar elements in them when we discuss the thera- 
peutic milieu in operation. 

The biologically tinged crisis can be thought of as com- 
pletely inevitable, the environmentally tinged as somewhat less 
so, and the adventitious as not at all inevitable but occurring 
by chance with varying degrees of probability. Thus, the crises 
of growth are inevitable; the crises of retirement and loss of 
function with age are less so. Bereavement is less inevitable 
still, whereas personal disasters such as fire, flood, and war are 
basically chance events. 

Growth, which we have discussed previously, is almost the 
prototype of the biologically tinged crisis. Illness is another 
biological crisis that has social and psychological overtones. 
Talcott Parsons and Renée Fox ? have suggested that physical 
illness can, because of the way it is handled, result in a certain 
fluidity or vulnerability that can in turn result in change or 
growth. 

We shall now discuss the interaction between ego and 
milieu associated with certain environmentally tinged crises. 


his co-workers have developed a theory of prevention 


hildren around the concepts of openness and vulner- 
“A crisis situation involves both dan- 


* Caplan? and 


of ego damage in c 
ability during crisis. As Caplan says: 


ger and opportunity,” 
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RETIREMENT 


Retirement from work is inevitable for most men and can 
be thought of as innate in the social life c 
enough. Furthermore, it is an antici 
preparation can be made. Finally, 
it often occurs at a time of both phys 
change. Elaine Cumming and Willia 
have suggested that retirement di 
adolescent crises in only one import 
is acquiring more roles than he is 


ycle if life goes on long 
pated change for which 
as with epigenetic crises, 
iological and psychological 
m Henry, in Growing Old, 
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himself in a minor crisis. If he maintains firm continuity with 
his past, it is difficult for him to mobilize ego sets appropriate 
for the new situation. Because of the resulting bad fit between 
himself and the environment, he will suffer feelings of ego 
diffusion. Furthermore, in order to act competently, he must 
overcome his nostalgia for old attachments sufficiently to be- 
come engaged with his new roles in his new environment. That 
is, he must be able to allow sufficient cathexis to flow to the 
new situation in order to perceive and interpret it correctly. 
In short, the migrant must undergo a temporary, and probably 
partial, ego disorganization while he acquires new sets, modi- 
fies some old ones, and rearranges the hierarchical ordering of 
the numerous sets involved in the losses and gains brought 
with the change. Some of the old attachments must be dealt 
with by the transmuting of the sets relating to them into 
ideational rather than interactive ego elements. As memories 
replace action, they must be assigned a different hierarchical 
position. In the meantime, the migrant must “educate” his 
environment to recognize his attributes. This double process 
is adaptation.* The ego is reorganized and the environment 
is modified, but many factors will determine which side of the 
Process is dominant. It seems likely that the temperament and 
ability of the migrant will be influential, and that the role 
structure of the environment and his place in the structure will 
make a difference. In the ensuing chapters we shall discuss 
some of these questions in more detail. 

It is through such a process of adaptation that a southerner 


must go when he moves north. He must interpret his "southern- 
arns to conform to northern expectations. If 


ness" while he le 
will be able 


he has successfully resolved crises in the past, he 


————— 
* Wechsler 4 has shown that the suicide ) r 
communities of rapid if-migration, although the schizophrenia and alco- 
holism rates remain constant. This suggests a failure of adaptation in a 
certain type of person, and we shall return to his findings in Chapter 4. 


and depression rates rise in 
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to resolve this one. In fact, it is likely that with each successful 
resolution there will be an added stability to his ego that makes 
him less vulnerable, but at the same time less accessible, during 
crisis. This, of course, means that although he is less influenced 
by transient adversities, he would, by the same token, be less 
frequently open to change. 


When we consider migration in these terms, it does not 
sound remarkably different from the 
a child experiencing 


suppose, therefore, 
resolved, results in 
Organization. 


GRIEF AND BEREAVEMENT 


ver, loss of an important 
aid ibl ¢ Tesult in a more intense grief— 
Possibly a qualitati ifferent grief—for here the loss is 


many sets and to the 
narra y so much of 
* We do not 
stood phenomenon, 1. to imply that migration is a simple, well 
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environment. For this reason, the task of ego reconstitution is 
acute; the disrupted role relationship must be reconciled either 
hy the substitution of someone else or by reorganization of the 
internal structure of the ego without it. Furthermore, the en- 
vironment must be relearned without the important object. In 
spite of the inevitable loss, the ego can sometimes be both en- 
riched and strengthened through the resolution of the bereave- 
ment crisis.* If the lost object is eventually replaced and the 
old object is incorporated symbolically, a wider variety of sets 
are available for organization, and the person is able to de- 
velop confidence in the persistence of his ability to handle 
future crises. It may be such a feeling of confidence that lies 
behind the phrase, “Well, I've lived through that, so I think 
I could survive anything." 

Bereavement varies considerably in its degree of severity. 
The death of an aged person can result in less acute bereave- 
ment than the death of a young person.i This is because the 
aged, being relatively free from intense attachments and rela- 
tively peripheral to many of the role structures around them, 
do not create by their death severe ego problems for the sur- 
vivors. Furthermore, their deaths are anticipated and "the 
work of mourning," as Freud * called it, is partly done ahead 
of time. 


Grief, then, is an environmentally tinged crisis, variable 


h certain moral and religious 


* This formulation has resonance wit 
We shall elaborate the point 


dictums—blessed are the uses of adversity. 


in a future publication. ; ) 
* This in turn is part of the more general confidence in the persistent 


fit between the self and the environment that Erikson considers to be 
Part of ego identity. It seems likely that in our terms this confidence is 


most closely connected to clear set differentiation, hence ability to select 
d hence an unimpaired sensing function at 


told one of us that when he covered obituaries 


f the deceased person by the amount of grief 
one. The deaths of old people were 


52 THE EGO 


in its intensity, and therefore variable in its effect upon ego 
structure. When a young adult who is closel 


y engaged with 
those around him dies suddenly, 


The third type of crisis, 


QU the adventitious, differs from the 
biologically and the envi 
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TRANSITION STATES 


It is evident that there are elements common to all 
crises. When we turn to the empirical studies we find that 
Erich Lindemann,® James Tyhurst,” and others have noted a 
uniform pattern of response to crisis which seems almost in- 
variant. In general, the first reaction is a psychological and 
physical turmoil, including aimless activity or immobilization 
and disturbances of body function, mood, mental content, and 
intellectual function. The second stage is characterized by a 
painful preoccupation with the past, and the third is a period 
of remobilization, activity, and adjustment. For example, 
Lindemann has pointed out that the newly bereaved person 
Suffers a period of psychological and physiological turmoil that 
appears to be essential to the adequate discharge of his grief. 
All stages of response seem necessary for recovery, or ego re- 
Organization. If any step is omitted, the prognosis must be 
guarded. Our theory would suggest that this is so for all crises. 
Although evidence of the order that Lindemann has presented 
is lacking, it could be predicted from our formulation that a 
chronic openness and vulnerability, a low level of set differ- 
entiation and organization, and a persistent sense of ego diffu- 
sion would accompany an unreconstituted ego insult. Further- 
more, this condition of low differentiation would be accom- 
Panied by impaired ability to select and hierarchize sets and, 
hence, to act. 

Tyhurst recognized a general pattern of Tapense among 
Normal people to what he called “transition states, and he 
Spelled it out in detail for retirement, migration, and disaster. 
To these three he added bereavement and pointed out how 


grief, as formulated by Lindemann, could be viewed as a 


Special case of transition, as well as an important ingredient 


Of certain other transition crises. A : 
Tyhurst’s concept of the resolution of transition states is 
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analogous to a theory of the resolution of "hitches" developed 
by William Ittelson and Hadley Cantril.5 These authors, work- 
ing experimentally with problems of cognition, conceive of 
the individual as having an "assumptive state" regarding both 
himself and the world. When this is questioned or fails to 
work, there is a “hitch,” or crisis, that requires him to redefine 
either himself or the situation, or both. In numerous experi- 
ments, this group created hitches through the use of optical 
illusions. 'They were then able to show that the subjects could 
resolve the hitches if they were given small pieces of discrete 
information. In our terms, the information represents new ego 
elements that are either new sets or elements of several sets. 'The 
new ego organization allows the environment to be redefined 
in line with the assumptions—or, what i 
assumptions to be brought into line with the environment. The 
Cantril experiments become, in our terms, cognitive crises that 
require minor ego reorganization for their solution. 


At this point we must try to define the term "crisis" more 


s the same thing, the 


nization b i ioh 
level of generality, may be at a slightly higher 


In contrast to a crisis, 
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available ego sets. No new types of role or object relationships 
need to be learned, nor do any loose ends of old relationships 
have to be accounted for.* A crisis, however, requires the 
learning of new sets and their integration into the ego, or the 
reorganization of the ego, following the loss of old sets. It is 
also possible that the whole ego may be involved in a crisis 
and not in problems. 

Problem solution strengthens the ego by introducing new 
organizations of old sets and by the practice it provides—recall 
that it is assumed that ego organization must be used if it is 
to remain intact. However, successful crisis resolution results 
in ego growth because both new sets and organizations are 
thereafter available for use. 

For any given person, it may be difficult to tell whether 
a particular event is experienced as a problem or as a crisis, 
but in general it is safe to say that the ego-damaged person will 
eXperience even simple problems as crises. 

We have observed that crises are an intrinsic part of life 
and that certain patterned responses to them are adaptive even 
though they show clearly that the person is temporarily dis- 
equilibrated. Because of this, as Tyhurst has observed, the life- 
time prevalence surveys of mental illness are basically mean- 
ingless. He was the first to point out that in times of transition 
adaptive behavior is similar to, and even identical with, be- 
havior that would be called pathological were there no transi- 
tion. In our terms, the normal person with a well-developed 


and well-organized ego will behave, when he is dealing with 
——— 

* It seems to follow from this that people with well-organized, com- 
plex egos should experience more problems and fewer crises because they 
have a larger repertoire of sets. However, their very complexity may en- 
able them to perceive more problematical situations and therefore ex- 


Perience more problems. Henry 9 in developing the idea of "affective com- 
plexity” has suggested that too wide a repertoire of affective alternatives 
in any situation may paralyze action. This would be congruent with our 
Own formulation in Chapter 2 that a wide variety of sets with poor organi- 


zation leads to anxiety in certain situations. 
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a crisis, in ways identical to the everyday behavior of a person 
with an inadequately developed ego. 

We see, then, if our overall formulation is correct, that 
ego growth is essentially a series of disequilibriums and subse- 
quent re-equilibrations between the person and the environ- 
ment.* Therefore, by extension, it seems reasonable that 
growth might be induced by presenting the individual with a 
series of graded crises under circumstances that maximize his 
chance of resolving them. In other words, crisis resolution 
should be a therapeutic tool that can be scientifically controlled. 
Thus, if an individual has been unable to solve problems be- 
cause of inadequate biological endowment or extreme en- 
vironmental stress, he should experience ego growth and re- 
organization if he is introduced to carefully controlled minor 
crises in a protected situation. 

Crisis resolution, 
ing the repertoire of 
differentiation of the 


then, promotes ego growth by increas- 
€go sets and possibly by increasing the 


sets. This increases the generality of the 
organization—because it is unlikely that general organizations 


of sets will occur if the sets themselves are poorly defined. The 
reaffirmation of the utility of the sets, 


to sharpen their differentiation and 
tion. This, in turn, will allow a shar; 
ego boundary, 
of the environ 


in turn, can be expected 
Strengthen the organiza- 
P sensing function at the 
à clear perception and adequate interpretation 
ment, and, together with the wide repertoire of 
sets, confidence in the ability to continue to cope with it. Such 
confidence will be reflected in willingness to tackle new or 
problematical situations, and the €go growth pattern can then 
be repeated. At some point, what may be thought of as the 
mature ego can be €Xpected to reach a stable plateau with a 


M A 


M z n 
. In a sense, this concept of interplay between the demands of the 
environment and th 


t € capacity of the individual resembles Freud’s concept 
of the conflict-born ego. 
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rather low recognition of crisis and infrequent openness to 
change. 

In summary, we have developed a formulation about the 
development and function of the ego in terms of its environ- 
ment. We have done this in order to return to a consideration 
of the therapeutic milieu as we defined it: "the scientific 
manipulation of the environment aimed at producing changes 
in the personality of the patient.” The milieu is specifically 
built around the introduction of controlled crises in a pro- 
tected situation. In the next chapter, we shall discuss in more 
detail the types of ego damage which we might expect to treat 
1n this way and we shall set forth the basic general specifications 
of that milieu. 
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CHAPTER 4 


The General Characteristics 
of the Patients and the Milieu 


In this chapter, in order to bring our formulations into 
the realm of clinical familiarity, we shall suggest how a set of 
categories developed in terms of ego damage can articulate 
with some conventional psychiatric categories. We shall then 
suggest the bare outlines of the therapeutic milieu. 


I. The Characteristics of the Patients 


Any damage to the €go must affect both the executive and 
the synthetic functions because of the interdependent rela- 
tionship between them. For our purposes, executive failure 
is the focus of interest because it is through providing problems 
for the patient to solve that the milieu exercises its primary 
therapeutic influence. Nevertheless, the synthetic function is 
always involved, and it should be borne in mind that the sub- 


sequent discussion deliberately omits extensive consideration 
of impulse control, guilt, and so on 


tive failures, In one sense, 
underlying the dyadic th 


in favor of discussing execu- 
our theory is complementary to those 
erapies. These are performed under 
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oe d n circumstances in which the therapist lays 
For o ai rules and the patient agrees to abide by them. 
ves miris such therapies eati deal directly with the syn- 
vine n E the unconscious material that inevitably 
iie beaa oe Finally, this type of therapy can meet the 
phu e Ma impulse control directly, because the rules of 
"on ad help maintain control of the patient. Milieu 
ud ^ rg takes place in circumstances in which much 
ani ie pin " ds is in everyday life, in the primary group 
Es ai oe 2 exercised by both patients and staff members 
el udis tens Such a therapy must grapple with the practi- 
Ba sme. tationis of damage to executive function. Because 
life is more lifelike than the controlled ai eium a 

p and because it 1s assumed that synthetic function 
xecutive function channels, we 
erapy is as effective as dyadic 
d to the total life situation. 


eta improved through € 
rh argue that milieu th 
erapy and more easily generalize 
dia pus discussing traditional diagnostic categories in terms 
Sd amage, we should like to suggest that differences in 
d is, innate, biologically based differences— 
y influence the way in which ego failure 1s manifested. 

di vsus make a slightly different use of the traditional coneept 
i ppe We shall use the terms impingers and "se- 
w to refer to extreme extroverts and extreme introverts. 
tha Eds chosen these terms to express as nearly as possible 
ects on ego function and interaction of the two tempera- 
Mental extremes. 


hi The impinger, in this scheme, generates in 
imself, tries them out on the environment, and learns the 


nature both of the environment and of himself by watching 
= reactions of others. Jf the reflections of his cues are out of 
P with his ego organization, he will i 5 change the 

ronment. Only if he fails will he reorganize his assumptive 


ferences about 
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state in order to adapt. The selector, on the other hand, tend 

$ " e 

to insinuate himself into the environment in order to = 

an image of himself from the ongoing flow of cues. It is only 

when he fails to find confirmatory cues that he will adapt 
through ego reorganization. 


The more extreme the impinger, the harder he will try 
to change the environment before adapting; the more zmene 
the selector, the longer he will remain withdrawn, waiting for 
suitable cues, before adapting. , 

We assume that temperamental types are normally dis- 
tributed in the population like any other multidetermined, 
biologically based characteristic and that few people have these 
extreme temperaments. We assume that the modal person can 
both impinge and select as the occasion demands, although 
some people will be noticeably more likely to impinge and 
others to select. However, these will still be able to shift to 
the alternate pattern.* If they have no other complicating 


ego problems, people probably can be fairly extreme selectors 
or impingers and can be known as “ 


shy” or “wise” on the one 
hand and “tempermental” or a 


“ball of fire” on the other. The 
extreme types probably will have systematically different ego 
feelings and will experience the world differently. 
Keeping in mind that most 
these operations, and that onl 
found diagnoses, 


people can perform both of 
y extreme temperaments can con- 
we shall return to a brief general considera- 
ible kinds of ego damage. The first two are 


uacies of ego development; the next two are 
s of ego ability, 


tion of four poss 
primarily inadeq 
primarily failure 


— 


* This sounds as if set hierarchization were at issue, but we mean to 
refer only to a biological Predisposition toward one mode or the other. 
Undoubtedly ego ability will confuse the picture in any concrete case. It 
1S quite possib] 


€, too, that proneness to loss of hierarchies is partly de- 
pendent on temperament. 
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TOO FEW EGO SETS AS A PRIMARY 
EGO INADEQUACY 


PRESS ordinary mental defective, lacking in biological en- 
Bis eut, a5 the prototype of uncomplicated ego poverty. His 
2 tganizatign. may be adequate, but his capacity to handle 
mplicated environmental problems, especially if they require 
a sets, is lacking. The simple defective is thought of as 
net ga modal temperament, and this will probably allow him 
m recognized early as a defective and socialized to that role. 
diie is an impinger or a selector he will probably be defined 
nis ently. There is evidence! that the repeated use in the 
apeutic milieu of such ego function as the defective has is 

the ideal treatment. 


" Ego poverty can result fr 
ood—a low level of interaction leading in 


a € so-called “feral” condition. The few know 
co Note on a Case of Extreme Isolation,’ 
social retraining is possible. 

Some ego poverty results from t 


an n : Aue" 
b earlier time, Traumatic injuries, 
n : ] SL. ai mu 
ain tumors, arteriosclerotic brain disease, and Korsakoff's 


syndrome are all disorders in which this may have occurred. 
These patients sometimes find that others do not comprehend 
the extent of their problem and therefore try to pretend that 
Nothing has happened. But if they cannot handle the environ- 
Ment skillfully, this maneuver cuts them off from help in re- 
learning, They are then driven to fll in the gaps in their com- 
Petency by inventions; this can result in overactivity, confabu- 
lation, and other symptoms,* often exacerbated by the fact that 
People around them accept their often quite serious physical 


om neglect and isolation in child- 
extreme cases to 
n cases (see Davis, 
’ p. 432) indicate 


he loss of sets acquired at 
cerebrovascular accidents, 


NN 


* 
to th These patients can also dev 
at described later for reactive dep 


elop depressions in a mechanism similar 


ressions. 
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disabilities but expect them to behave socially as normal adults. 
Some of these manifestations have been described by Edwin 
Weinstein, Robert Kahn, and Sidney Malitz? as socially in- 
duced secondary symptoms in brain damage. 

A similar problem can be created for the brain-damaged 
patient by people who, with the best of intentions, "humor 
them with helpful untruths. This process creates environmental 
ambiguity and confounds the patient's problems by introduc- 
ing further doubts of his own ability to perceive accurately. 
This in turn leads to diffusion feelings and lack of confidence. 

Some ego set poverty is complicated by weak differentia- 
tion of sets, consequent inability to select sets, and, perhaps, 
spreading of excitation to inappropriate channels. Spreading 
of excitation is difficult to separate conceptually from weak 
differentiation of sets. Spreading is a pathological way of han- 
dling incoming stimuli. Some stimuli seem so highly affec- 
tively charged or so anxiety laden that instead of involving 
an appropriate ego organization they overflow, color the whole 
ego, distort interpretation, and weaken impulse control. The 
effect is analagous to the Spread of excitation from a focus 
in epilepsy. Indeed, migraine, which is characterized by cere 
bral dysrhythmia, shows a prodromal irritability that suggest 
spreading. In the first case, spreading seems to be the result of 
syathene function failure; in the second, it is associated with 
manifest organic malfunction. We group them under a single 
term for they seem to have a similar final reaction pattern. 

Lack of differentiation and spreading, in addition to set 


poverty, will result in the blurring of ego boundary sensations 
and, hence, diffusion f 


fect. I eeling with its spectrum of negative 
A . . . 
> i n such cases, some secondary ego disorganization and 
a ; e de 

ilure of set hierarchization is almost inevitable because the 


he sets is unclear; complex, well-organized, 
therefore impossible. 


relationship among t 
and general sets are 
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Such ego damage can probably take place in several ways. 
Early brain damage might produce a neurological picture pre- 
disposed toward spreading. Socialization by people with am- 
biguous roles or under conditions of obscure or ambiguous 
communication might prevent the necessary minimum differ- 
entiation of sets from taking place. 

It has long been thought that in physical retraining un- 
damaged portions of the brain can compensate for the areas 
lost by tissue damage. This principle has been little used for 
Social retraining until a few experiments with milieu therapy 
hniques of retraining, 


showed its potential value. Special tec 
part 


and drugs to control spreading, are probably necessary as 
of the treatment in all such cases. 

A final example of ego impoverishment is the so-called 
Process schizophrenic. In these patients the picture is confused 
by an extreme selector temperament. These patients appear to 


be consistently unable to affirm their ego organizations and as- 


sumptive states in interaction and therefore turn to fantasy as 


a substitute.* Eventually they become entirely dependent 
upon an environment with which they have almost no contact. 
They may suffer not so much from absolute set poverty but 
rather from an efflorescence of sets and organizations concerned 
With symbols, affects, and inner stimuli combined with a rela- 
tive poverty of sets concerned with action, apperception, and 
cognition. A study of first admissions of male schizophrenics to 


à state hospital? has revealed a homogeneous group of young 
inadequate patients, many of whom have never worked and 
Whose symptoms have been of long duration. The hospitaliza- 
tion of these patients seems to have come about only when the 


family that had been supporting them disintegrated. Such pa- 


M 


* » " 
. * For a comprehensive discus 
Point of view, see the work of Sha 


sion of schizophrenia from a similar 
kow.* 
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isabilities, but the 
tients no doubt suffer from secondary ego disabilities, 


i extreme 
primary pathology appears to be set poverty in an 
selector temperament. 


POOR DIFFERENTIATION AND SPREADING AS 
A PRIMARY INADEQUACY 


Under this heading we have grouped both the acute a 
active schizophrenic and those chronic schizophrenics - "um 
not suffering from primary set poverty. The reactive ril a 
phrenic suffers from a drastic ego disorganization as we ara 
poor differentiation and spreading. His distorted me of sym nd 
may result from an inability to muster appropriate sets iem 
organizations. His periods of apparent low energy may also i 
connected with his complete inability to choose among a num 


NE En e 
ber of poorly differentiated sets and his inability to resolve th 


à f ith the 
ambiguities and anxiety generated by his poor fit with 
situation, * 


The chronic schizophrenic differs from the acute in gar 
ing secondary loss of ego sets. This is caused by his withdrawa 
and by the impoverishment of the environment. The ego 
through disuse, is further weak 


i ; and 
ened by a circular process; an 
Spreading, with its resulting 


. D m ible 
confusion, makes it impossib 
to find appropriate channels f 


. is 
or unacceptable impulses. In thi 

. Š ir $ c 
sense, spreading is empirically inseparable from syntheti 
function failure, 


7 i . ilure- 
* This should Probably not be confused with hierarchization per 

The latter is an inability to make Some sets come into salience and ed. be 

remain latent in a way “propriate to the situation. But there nee 

no lack of differentiation, 
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tween herself and someone wearing her coat, presumably be- 
cause she felt it to be part of herself. In our terms, the girl had 
selected an inappropriate ego organization for distinguishing 
among people. To establish identity by the clothes being worn 


reflects, in our view, a total failure of set selection. Her tech- 
than the conventional 


hair color, and 
opinion she 
ification and 


nique is no more concrete, of course, 
way of identifying people through features, 
build, but it is culturally inappropriate. In our 
does not necessarily have a difficulty in self-ident 
ego boundary, although she might. 

The first task of the milieu is to resolve acute ego dis- 
organization, and we shall describe the process in Chapter 10. 
After this, the milieu must assist the patient to develop more 
Strongly entrenched, better differentiated sets that lead to a 
more culturally acceptable use of symbols and choices of gen- 


eralization and abstraction. 


FAILURE OF HIERARCHIZATION AS THE 
PRIMARY EGO DISABILITY 

This category includes the reactive depressions and the 
Neuroses; psychotic depressions appear to be complicated by 
a tendency toward spreading—a developmental failure. 

Ego ability refers to the ability to muster appropriate ego 
organizations. Inappropriate organizations must at the same 
time be held latent. However, it seems probable that when 
Strongly entrenched and differentiated sets are held latent, 
there must be a confidence that they will be usable at some 
future time.* In the normal person it is probably possible 


—_—_— 
t sets can be kept Jatent for long periods of 


. *It seems possible tha ] » s 
time without being lost if there is a certain amount of anticipation of 
their use. This may be one of the differences between the deteriorated 

nment and an undeteriorated 


schizophrenic in an impoverished enviro e : 
Criminal in solitary confinement—the confidence that the ego will again 


be able to come into full play- 
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to project into the future an image of the self pus = caa 
porarily latent organizations; anticipation may, in " 
a reinforcing effect similar to actual use. tats 
The inability to hierarchize in this manner may Bg the ba 
of neuroses in which inappropriate ego organizations are "i 
peatedly used in spite of their lack of utility. This is = an 
ability to choose organizations, such as schizophrenics m y 
suffer, but an inability to muster them or, alternately, an 1n- 
ability to hold them latent.* 'The neuroses, of course, have been 
fully explored in terms of synthetic function failures and the 
defense mechanisms mobilized against them. One of the charac 
teristics of these disorders is the involvement of symbolic be- 
havior in the inappropriate responses and a consequent hyper- 
sensitivity to symbols. 

Temperament probably influences the way in which symp- 
toms are expressed. Those with selector temperaments should, 
in this scheme, be most likely to display anxiety as the situation 
becomes less and less appropriate to their ego organization and 
the ability to reorganize is lacking. Impinger temperaments 
would be expected to react with depression. The depressions 
associated with bereavement or retirement can be formulated 4s 
follows: The individual finds himself in a disrupted and de- 
differentiated system, and his problem can only be solved by 


1. to confirm his ego Organization reaches into the future 
because he cannot proiect himself ina changed state, and he 
cannot project an unchanged situation because he knows it 
has changed, This results in a sense of powerlessness in dealing 
nts 


i i i E . in 
in PR strong response is often related to p pea 
k earned in earl life hor of regre 

is often used to explain it y - Therefore, the metaph 
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with the environment and a sense of hopelessness about the 
future. He experiences the poor fit between himself and the 
world as personal inadequacy because his habitual way of 
solving problems is to change the environment. By this kind of 
reasoning, our scheme is in harmony with Edward Bibring’s 
formulation (see “The Mechanism of Depression”) that de- 
pression is born in a conflict between aspiration and capability. 

For the neurotic in psychotherapy, insight and the “work- 
ing through” of the transference may be thought of as the 
modification of such strong anachronistic organizations to 
make them appropriate to the present problems. Some psycho- 
analysts such as Allen Wheelis 5 have emphasized that char- 
acter change depends on insight being put to use in a social 
context. Although this book is not focused on the treatment 
of the psychoneurotic, it is probable that its approach could be 
adapted to this task, especially as there is reason to suppose, 
from the work of Ian Stevenson and others,? that ego reorgani- 
zation in neurotics can take place through accidents and other 
fortuitous events. In addition, Michael Shepherd and E. M. 
Gruenberg 7 have reported that untreated neuroses seem to 
last, on the average, only about two years. Although this kind 
of evidence suggests that the neurotic is amenable to en- 
Vironmentally induced ego changes, the relationship of our 
theory to neurotic disorders is not yet worked out in any detail. 

If failure of ego ability is accompanied by a tendency to 
poor set differentiation, the result will be spreading, a blurred 
cognitive picture, ambiguous interpretations of stimuli, and, 
in general, the impaired contact with reality that characterizes 
the psychotic depression. Temperament might also be a com- 
plicating factor in such cases. We might liypothesize that the 
Psychotic depression is basically a neurotic depression with 
Spreading. > 

If the slowing or im 
persists over a long time, 


mobilization of the depressed person 
his ego sets will be weakened from 
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disuse. In fact, Silvano Arieti? his described manic-depressive 
patients who, after many years in mental hospitals, have been 
reclassified as schizophrenics because their symptom pattern 
changed during their years in hospital. 


ACUTE EGO DISORGANIZATION 


Under certain disastrous environmental conditions, ego 
ability can fail completely, and the resulting acute loss of ego 
organization can manifest itself in stuporous states or meaning- 
less overactive behavior. Disorganizations produced by en- 
vironmental breakdown can be treated rapidly and successfully 
in a highly structured milieu, and there is a great amount of 


literature on disaster that confirms this. If the patient is not 


removed from the disaster area, his ability to reorganize will 


be slowed because the situational disorganization will reinforce 
his own. 


There is a possibility that such va 


gue conditions as 
neurasthenia” and 


š “low psychic energy" can be better de- 
Scribed as low grade and chronic ego disorganization, perhaps 


with low biological energy. 
In concluding this speculation we should point out that 
our scheme does not at this point include a concept of psychop- 


athy or character disorder. The psychopath is generally 
thought to have a disordered 


fore, the control of their peers and 
f them seem to learn how to behave 
This may be because the deficient 
supere: i 5 z 
perego is bolstered by Improved ego fuuction, and even if 
€ norms and values as inner guides; 

he can at i : 
least discern other people's responses to his behavior- 
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Harry Wilmer 1° has reported success in using Jones’ method 
with both neurotic and psychotic patients, but, in general, the 
therapeutic community has not had widespread use, and repli- 
cating Jones' type of therapeutic community would be helpful. 

Although this discussion of pathology is incomplete, it 
bears a working relationship to the kinds of things that can be 
done for patients to restore them to society as functioning 
members. Furthermore, it should eventually be possible to 
articulate it to biological and neurophysiological theories on 


th z ; ; 
Aer png hand and to establish more precise connections with 
social-structural theories on the other. 


IL 'The Characteristics of the Milieu 


Ego restitution may involve reorganization, redifferentia- 
ew sets, Or set re- 


tion, restitution of lost sets, addition of n 
hierarchization. In order to enable these things to happen, 
the milieu must offer to the patient a clear, organized, and 
unambiguous social structure, problems to solve in protected 
situations, and a variety of settings in which to solve these 
problems.* It should also offer him a peer group and a helpful 
Staff to encourage and assist him to live more effectively. The 
Program should aim at equipping the patient to act in clearly 
defined roles powered by a variety of motivating forces and 
governed by different cultural values. This should ideally re- 
sult in an ego structure sufficiently differentiated and varied 
to allow a wide range of competence. No single disequilibrating 
event should then be able to disorder the patient's whole ego 
Structure, In a sense, the treatment should prevent the patient 
from being bound to any particular event or any particular 
moment in time. This protects him from diffusion of ego feel- 
ing, loss of confidence, and paralysis of choice. At this point we 
have techniques to produce such happy results with only a 


Cu 
of problems will be offered in the sec- 


" * Many details of the content 
nd and third parts of this book. 
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fraction of our patients, but virtually all can to some degree be 
one must first be faced in establishing such a e 
The situation must initially be structured so as to lower anxie y 
because anxiety interferes with learning and problem piper 
but at the same time it must present the patient with the tas 
of problem solution—in itself anxiety producing. iren 
seriously ill patients can tolerate only limited amounts 5 
anxiety without further ego disorganization, particular pains 
must be taken to shelter the acutely ill patient from gratuitous 
sources of anxiety. 

There is an important reservation to this basic rule, 
however. The patient must eventually return to the normal 
amount of anxiety of the outside world or, if he is being treated 
in a clinic, he must face this anxiety every day. For this reason 
the control of gratuitous anxiety must always be a temporary 
measure used to allow the most acutely ill patients to begin 
ego restitution, and from the start they must be aware of this. 


A healthy individual is expected to be able to solve a wide 
variety of problems in a large number of settin 
in our society, 


The solution of 
the successful as: 
voluntary associ: 


gs, among which, 
the two most important are family and work. 
problems in these two areas, however, requires 
sumption of appropriate roles. Recreation and 


ation with others for common ends are often 
considered important, but it is only whe 


solved in the first two areas that genera 
Socially recognized, A man may be “unab 
or he may “give nothing to the commun 
sidered adequate and normal, but if he fa 
he is in trouble, The same applies to a 


tenance of an adequate household and an atmosphere o 
reasonable tranquillity, 


n problems are not 
l personal failure = 
le to relax and play 

ity" and still be con- 
ils to provide a living; 
married woman's main- 


We have no Way of talkin: 


E g about roles that is exactly co- 
ordinate with the Way we hay 


€ talked about ego function and 
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problem solution. Therefore, we shall follow Parsons !! and 
Bales 1? and discuss this division of labor in terms of adaptive 
or instrumental roles oriented to grappling with the environ- 
ment, and integrative or socio-emotional roles concerned with 
relationships among people. Everyone must be able to move 
from one type of role to the other, as the situation demands, 
but, generally speaking, men tend to stand between women and 
the world of work and women to stand between men and the 
World of sociability. This goes further than men earning the 
living and women maintaining an atmosphere in which men 
can daily reconstitute their motivation. Even when women 
Work, there is a tendency for men to “advise” them regarding 


such instrumental matters as investments, and even though 


men may be occupied in positions demanding socio-emotional 


interaction, there is a tendency, when men and women are to- 
gether, for women to take on the tension-lowering, sociability 
tole and the men to take on instrumental, goal-directed ac- 
tivity.* Fred Strodtbeck and Richard Mann ** have shown how 
this occurs even among jury members who, presumably, had 
all been given identical roles to start with. 
These instrumental and integrative role 
volve different ego organizations. For example, it seems plau- 
Sible to believe that a marked difference in ego feeling results 
from acting in these two different kinds of roles. Observing 
^ person engaged in goal-directed activity, we see concentra- 
tion or fixed attention. At the same time ego feeling may "flow 
to one place" as if a pseudopod of concentrated awareness had 
been put out. At this time other ego organizations and their 
feelings are faint and far from awareness. The ability to 


hierarchize may be essential to th 


s appear to in- 


is activity. 


— 

* Obviously, den. women are alone with children or meeting with 

Other women, they must assume instrumental leadership, just as when 
» "n . 

men are alone ae of them must play socio-emotional roles. See Bales 12 


9n this point. 
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During socio-emotional acts, ego organization may be more 
generalized and dispersed in order for tension to be sensed. 
'The greater the number of people involved, the more gen- 
eralized and abstract must be the organization so that all can be 
"kept track of" no matter how they differ. This dispersion of 
ego feeling may require firm set differentiation in order for 
organization to be maintained. Furthermore, if it is necessary 
to combine this kind of role activity with certain instrumental 
duties, the alternation may generate characteristic types of 
fatigue. Wanting to “get away from it all" is said, by some, to 


be a characteristically feminine desire; nevertheless, it may be 
that certain role prescri 


ptions are harder to carry out than 
others, 


and men employed in positions requiring them to recon- 
cile differences among people and yet take instrumental re- 


sponsibilities may, like women, be acting in intrinsically diff- 
cult roles. 


Even if there are 
roles because of tem 
factors, 
be effec 


predispositions to fail in certain types of 


Tetically, 
for wome 
e. However, recent studies of John Cumming, Leo 
Fe d Isabel McCaffrey 1 Suggest that women are hos 
Pitalized only when they fail in the more instrumental tasks of 
— à 
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n oe and child care. The socioemotional role 
desa eric to the integrity of social life and, at the same 
isimi ge j efined in our culture that if a married woman 
ots E pens may be able to take on certain aspects 
ino aah s "s fails in the instrumental aspects and does not 
eae 1er or sisters available to help as them is she likely 
Ee — hospital. Let us emphasize, however, that, as 
the eli een ability to perform the instrumental aspect of 
rine ie ^ tole serves ‘only to prevent hospitalization. In 
leai to sa Wi es socio-emotional failure, although it may not 
TH spitalization, may totally disrupt the marriage. 
TA foe discussion of role demands suggests that failure to 
ego meia problems presented by these roles is related to 
beth fn age. It should, then, be possible to think of patients 
wll be terms of their symptoms and of the milieu in which they 
. nave to operate. For example, in a hospital setting occu- 
Pationa] retraining may be a paramount need of some men, re- 
E practice at goal-directed decision making may be the 
daos therapy for others, and the reaching of a consensus 
str a group problem may be the most important ego- 
engthening process for some women. 
te the chief gain for some people may lie in their 
cie oo able to react appropriately to a variety of situations 
“ier than excelling in a narrow area, no matter how appro- 
Priate the latter situation may be to their central role. This 
io ult allow them to experience small failures without 
ving their total life situation. For these people, a number 


o 3 : 
Ë memberships in different groups, with separate social anchor- 


age. E z 
8es and distinctive labels, may be protective. 


We see then that the milieu must provide the patients 
ior that will be expected 
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xample, it seems reasonable that set ditferentiation m 
eae by problem solution in unambiguously "S E 
situations, that failure of hierarchization might : -— 
treated by a series of graded problems centered in E "e 
for future changes, and that poverty of ego sets migh 

simple cognitive learning. * 
by Ma ra theory help to suggest methods yi "E 
patients, but the accumulated empirical wisdom of t " par 
have handled them for a number of years will enrich t s 
gram. It is a commonplace that the best predictors of n ii 
progress outside the hospital are the ward epit T etr 
same token, the know-how of ward personnel can be 


; consti- 
into treatment programs and their knowledge of what 
tutes a problem exploited, 


For the solution of these vari 


milieu must provide information, facilities, support, x 
siderable freedom of action, and protection against too eei 
consequences of failure. AI] this requires adequate ctm 
settings, sufficient supplies, and a social structure whose pe" sA 
is made and executed in the interests of the therapeutic milie ; 
Most important, many of the problems must be solved in gr n 
in which everyone has full membership. In this way new €8 


id its HEelibs ditoseicme treat Ane & all 
organizations are learned in lifelike situations involving a 
range of ego activity, 


Besides problems to s 
which to solve them, the 


who are rooted in the n 
treat 


duce 


e 
ous types of problems, th 


olve and an appropriate climate ^ 
milieu must contain helpful peop 
ondeviant world.* Staff members Bà 
ave roles that allow them to pier 
turally acceptable ways of pedi 
me, allow them to recognize wide [dag it 
in acceptable patterns, It is not possible, in this view, ide 
Staff member to Participate in a therapeutic environme 
eee 


* For a de 


; cial 
tailed description of this concept see Parsons, The S0! 
System, Ch. VII, 


Ment centers must h 


the patient to cul 
and, at the same ti 


The General Characteristics of the Patients and the Milieu 177 


without being part of a subsociety with his patients. If the 
staff member is not part of this subsociety, his patients cannot 
egotize him and strengthen their own organizations in repeated 
social interaction with him. But if the staff member does take 
on membership, it has to be moral and normative, because no 
Social system can operate without norms, rules, and culture.* 
Interaction creates sentiments between people and these senti- 
ments become the norms of the interaction. For this reason 
staff members must represent the nondeviant culture, although 
their training must enable them to tolerate deviant behavior 
as a temporary state and, when necessary, to make sense of a 
patient's apparently senseless behavior. Finally, just as a parent 
is only effective as a socializing agent if he has available a wider 
repertoire of roles than his child, so a therapeutic agent is 
only effective if he has a wider variety of functioning roles and 
Correspondingly more sets and more coherent ego organizations 
than his patient. If, for example, a hospital ward is run by at- 
tendants who do not take their work seriously, male patients 
Will find it hard to relearn a commitment to the world of work. 
While the attendant is caring for the patient he is doing his 
daily work, and the patient, gratuitously, is learning, through 
taking the role of the other, his attitudes toward it. 

We shall now turn to the practical aspects of the milieu, 
and in the five chapters of Part II we shall elaborate its structure 
in detail. In Part III we shall describe the programs of action 
Within the milieu that we have shown to be therapeutic or that 
We can predict, from our earlier formulations, should be thera- 
peutic, 


ee 


* H 
beli This sounds similar to the moral tre 
c die it is, and one of the tasks of the t 
Odification and verification of moral treatment. 
a 


atment of the 19th century. We 
heory of milieu therapy is the 
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PART II 


THE STRUCTURE 
OF THE MILIEU 


Introduction to Part II 


eee NS 


This section of five chapters offers a change of pace. It 
7 looked upon as illustration of the theory or as applica- 
f » depending upon the point of view. In it we shall construct 
rom sociological theory and from practical experience some 
"P °cifications for the ideal therapeutic milieu. The concrete, 
*Pecific, and sometimes pedestrian aspects will be discussed— 
often anecdotally—with special reference to the mental hos- 
Pital. We shall be interested in ego restitution, but we shall 
“mphasize the return of normal social function. In the words 
of a World Health Organization Committee report: 


cm All approaches . . . lead to the conclusion that mental illness 
Ses a loss of adaptability and integration with the environment, 


an ] bei CMS 
d this loss leads to a return to more primitive ways of functioning. 
the removal 


Teatment for iad ae =. ated lv at 
sychiatric illness is aimed not only 
hd Il enable the 


ac t ptoms, but also the provision of facilities that vill 4 
“ent once again to develop his relationship with his environ- 


ment. [Italics ours.] 1 


à This Part will relate the milieu to the concepts of ego 
gu dm and ego restitution, but the emphasis will center upon 
€ practical task of specifying the structure of the therapeutic 
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will discuss 

milieu. Following this, the € E eae environ- 
ome of the day-to-day functioning of the rogram in 
. ent and will try to give some of the flavor of a p entiality 
Reve We shall also discuss in some detail the po 
for therapeutic environments in the ise mp ua ani thé 

Many of the examples used throughout t aed audite 
next are taken from the two hospitals with whic he Sit 
have had more prolonged experience. The first eee’ d 
katchewan Hospital in Weyburn, Saskatchewan, a 2; 054 an d 
public mental hospital in which we both worked in boe 
1955.* The second was the Kansas City Receiving CP tally 
70-bedded psychiatric hospital admitting the acutely pe it in 
ill from Kansas City; John Cumming was associated wi indo 
1956 and 1957.1 Some examples will be drawn from € " 
day hospitals, and hospitals of which we have less comp 
knowledge. . exe 

At ii point we enter a caveat about the ensuing e be 
There is wide variation among hospitals; not all readers this 
familiar with the full range. Some people who have di dio 
book in manuscript think that we describe situations so dt sil 
that sophisticated readers will be alienated. Others feel t F the 
assume so much Progress in the care and treatment Si the 
mentally ill that the state hospital psychiatrist might al eve 
book aside as irrelevant to his conditions of work. We difie 
that all the therapeutic practices described here can be pnt 
for the situation in any hospital. Furthermore, all the i soit 
tions of ego-damaging practices can be found in many hosP 
today. 


i typical 
When we joined Weyburn Hospital's staff, it was a 
—— 


00 


male pat: enior Psycl ; "EH fo 9 
Ing was S P r 
' i iatrist with responsiD1 
patients, sychiatri bility 


D C dee 
mm w Clinic 
i i i the 
: + and Elaine Cu ing was Speciaı Assistant to 
irector, 


1i 


mm; d Research 
„t John Cumming was Director of Outpatient Services an 
Elaine Cu; ng Was not associated with this hospital. 
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5 


SR ah oped isolated state hospital with a high proportion 
tractive Sepe i udo ? nis reasonably active and at- 
had a n lee As with most hospitals of its kind, it 
Üie comann ab rigidly hierarchical social structure with 
had littla n nad among the various departments. Doctors 
ulii il and the business manager and his staff, to- 
ioia er attendant and the head nurse, effectively 
Se wets ol uc en what went on in the hospital. Visitors to 
the apath kae hospitals always notice first. the silence and 
Sgn ees on this hospital was no exception. Patients on 
Bhce, rend around the walls, some in chairs, some on the 
found ida on wards with good morale are likely to be 
Bether; on ah pool with a favorite patient or chatting to- 
Teading ew s with bed morale attendants may be sitting 
ic books. Either way, patients go untreated. 

edie en described in detail in other works ?9* how the 
use simaa Pu E. this hospital was attacked, and we shall 
etis. ens r illustrations on the following pages. With the 
and ES prepn at the Clinical Director, A L. W. Clancey, 
Humphr pn backing of the Medical Superintendent, De. 
milieu, à smond, it was posible to build a therapeutic 
roles, the ainly in group settings through the creation of new 

$ reallocation of responsibility and authority, and such 
-education of ward attendants. This 
in stable groups wherever 
n was the mobi- 
norm- 


ae changes as the re 
Possible a to reactivate the patients, i í 
lization. TUM the most effective innovato à 
carin of the therapeutic potential of the senior, 
8 ward staff. 
TW eus years after its reorganization, ) ; 
Award 3 e American Psychiatric Association $ Achie 
Well ag in acknowledgment of improvements in these areas as 
in others in which we were less directly involved. 
The Kansas City Receiving Center is a small, acute treat- 
t hospital housed in a new and pleasant building. It is 


the hospital was 
vement 


men 
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: : i, but 
part of the City Hospital system of Kansas Pig ee na 
although it cares for the indigent mentally i a eE 
receives its major financial support from the city, i dri 
istered by a private, nonprofit foundation: the ae -—À 
City Mental Health Foundation. This arrangemen y ee 
a useful flexibility of operation. Further, the suppor dem 
Foundation made it financially possible to embark on 
experimental programs. . R 

4 Dr. Milton Kirkpatrick was the Director of the bape 
the major part of our stay. We joined a group who alrea y o 
à considerable commitment to the ideas of milieu pep ane 
Robert H. Barnes, now the hospitals Director; Dr. Ro the 
Hornstra, now its Clinical Director; Dr. Lee Hanes, ae 
Director of a new Day Hospital; and Mrs. Ruth Lewis, € p* 
of Nurses. Our early preoccupations were with inerea E 
tient freedom, creating a more therapeutic role for our me 
and developing methods of restoring the orientation of n ie 
admitted patients and decreasing their anxiety. We a 
to link these procedures to the individual eee od. 
drug treatments already in use. Evaluation of results ae 
however, that individual Psychotherapy served to pom Y 
hospital Stày without apparently influencing the probabi a 
relapse, Further, when the average period of hospitalizatio 


erapy 
less than thirty days, it Seemed unlikely that sae 
could accomplish much in such a short time or that any 


urn 
aying it until the patient could p 
S, in-patient psychotherapy was atient 
suitable patients only on an pe day 
: Lately, an active follow-up clinic à spit? 
hospital have been added to conventional services. The PO 


dics "s Achiev™ 
merican Psychiatric Association 
ment Awarg in 1961, 
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CHAPTER 5 


The Physical Setting 
ie ee tel M. 


We take our everyday physical milieu for granted most of 

the time; nevertheless, as Anthony Wallace has pointed out (in 

Mazeway Disintegration”), we cherish its familiarity. Further- 

More, We orient ourselves by its cues and use it for reinforcing 
identity, 

_ The effect of physical space can be seen in everyday situa- 
"ons, For example, the old-fashioned doctor’s office, although 
often crowded and uncomfortable, was unassuming and quite 
Personal, The waiting room of a modern middle-class prac- 
"tioner is impersonal and minimizes interaction. The patients 
may ba guided to individual examining rooms as fast as they 
"Ppear. The receptionist is a traffic director; her relationship 
With the patients is formal. ' 

In the crowded waiting rooms of free clinics patients are 
‘loser to one another than to the doctor—it is not surprising that 
e. therapy started among patients waiting = a tuberculosis 
ollow-up clinic. The busy physician moved his chair into the 


Waiti : 
‘iting room and joined the conversation.! 
The physical environment in which patients are treated 
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can be discussed in terms of the information it gives about the 
goals and values of the society that provides it, and its con- 
tribution to the patient’s identity, orientation, and ego organi- 
zation, at a time when his openness provides an opportunity 
for ego growth. The physical setting can also be regarded in 
terms of the assistance it gives to the people who care for the 


patient and in terms of the ego problems that it provides for 
solution. 


PHYSICAL SETTING AND SOCIAL GOALS 
AND VALUES 


Hospital buildings reveal something of how society views 
the activities that go on within them. The grim facades of our 
isolated state hospitals told us what their designers thought 
about the mentally ill. Later, the redesigned interiors reflected 
a new goal of restoring the psychotic to normal functioning 
in society.* 

All hospitals have hierarchies of goals and the architecture 
often reveals them. If a nurse must spend all her time locking 
and unlocking doors and escorting patients to distant place 
custody ranks higher than treatment. In traditional state hos- 
pitals the farm buildings usually were in better condition than 
the hospitals themselves. Only when the farms stopped making 
money did most hospitals relinquish them as primary goals, to 
which caring for patients was secondary. 

A more benign form of custody, based upon the assump- 
tion that the patients were incurable, was indicated by the 
“self-sufficiency of the plant.” Hospitals with self-sufficiency 
as a primary goal prided themselves on providing their ow? 


* The important fields of hospi ; d so'onsaf 
beyond the range of this b oF hospital design, color therapy, an 


inima i 4 us book. We are concerned unly with environment, 
ege in our discussion of the physical setting; although it is likely t 
i be contributed to the care of the mentally ill through go9 
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churches, bowling alleys, stores, and recreation centers so that 
patients did not have to leave the hospital grounds. Many pa- 
tients are still cut off from society by being in hospitals which 
themselves furnish all the necessary services. It undoubtedly is 
preferable, however, for hospitals to own their own fleet of 
buses and thus demonstrate their attachment to the greater 
society by transporting patients to outside facilities when the 
Occasion indicates their use. 

In general, although locks and window grills and "inde- 
structible" furniture were the outward and visible signs of a 
Set of beliefs about the mentally ill, it cannot be assumed that 
their absence automatically means good care. For example, in 
a hospital without bars on the windows, if at mealtime an at- 
tendant comes to the door of a chronic male ward and shouts, 

Dinner!” and sixty men get up and shuffle silently to the 
dining room, there might as well be bars on the windows. 

The hospital layout has characteristically disregarded the 
convenience of the attendants and nurses; the facilities pro- 
Vided have been of the worst kind, suggesting that the low 
evaluation of the patients has carried over onto the attendants 
Who care for them. 

We have described elsewhere (in “The Locus of Power in 
a Large Mental Hospital") how Weyburn Hospital, when we 
first saw it, had virtually no tools—for cooking, for cleaning, 
for Tepairs—that were not obsolete.* Furthermore, the living 
and recreation arrangements provided for the staff were equally 
substandard. 

The pariah role of patients an 


clear į 
lear in another large hospital where, 
es, 


Kerr, Epa deprivations were by then under 
= cher, the Director of the Psychiatric Se 
€nt of Health of thé Government of Saskatchewan, but he had many 
years of neglect and hopelessness to overcome. Furthermore, constructive 


Y : : 
quests from within the hospital had, at that time, yet to show their 


effecti : B 
lveness in winning legislative support. 


d staff alike was equally 
at the time, the vegetables 


vigorous attack by D. G. Mc- 
rvices branch of the Depart- 
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were prepared in a dark underground room in which patients 
sat all day, on a concrete floor and amidst wet detritus, around 
a pit filled with filthy water into which they dipped the 
vegetables they were peeling. The staff idled at their backs, 
“guarding” them. A doctor, accustomed to watching this scene 
and sharing society’s evaluation of his patients, explained to 
one of us that for melancholic patients this work was thera- 
peutic. 

It is not necessary to give more examples; Albert Deutsch 
has adequately documented this type of squalor. From such 
environments patients must accept reflections of their identity- 
Ironically, in a revulsion from this kind of treatment, some 
hospital directors have provided their patients with a hotel- 
like sumptuousness, Although this does not offer the patients 
degraded Concepts of themselves, it is, for most of them, hope 
lessly ego-alien.* 

In terms of our theory, inappropriate surroundings mean 
that any kind of tolerable ego feeling is obtained either by # 
degradation of ego organization to the low level that we recog 
nize as “chronicity” or by a shift toward a kind of environment 


essentially unrelated to post-discharge reality, What, then, 
should be the Specifications of an ideal therapeutic physical 
milieu? 


GENERAL ORIENTATIO 


N AND THE 
PHYSICAL SETTING 


Orientation is not perfected until maturity. When 4? 
absent-minded twel 


dinner I į ve-year-old says, “Was that my lunch oF 
à Es Just ate?" he reveals that he cannot yet automatically 

cate hi s. * : à 
mself in time by physical cues. Orientation in space 


and tim z 
€ are such important ego functions that, in the extreme 


Hee 
* For a discussi i . i 
and Millers “sion of this point, see the work of Polansky, White 
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sg, many normal people become disturbed and even hallu- 
Cinated when all physical cues are removed. When physical 
cues are present but ambiguous they lead to disrupted ego feel- 
ing, disorientation, and anxiety. The reason for this is simple. 
As Parsons has pointed out in The Social System, the expecta- 
tions of one person act as a sanction on another and, as a rule, 
Move him to conform to these expectations. The messages of 
the environment are clear sanctions on the patient to act ap- 
Propriately to it: to be violent, or slovenly, or antisocial. If 
he does act in these ways, and if the ward staff has learned to 
think of such behavior as the usual manifestation of mental 
illness, the patient will find that the staff will confirm his be- 
havior, a new ego organization will have begun, orientation 
will have been established, and he will be a step nearer the 
chronic wards, 

For a number of reasons, orientation has been used ex- 
‘ensively to gauge the patient's psychiatric condition. Tradi- 
tionally, it has been divided into orientation in time, to place, 
and to person. Orientation to person is determined by whether 
Or Dot the patient knows his name and legal identity, purit 
does not usually include any of the complex and variable ideas 
"iut people have about themselves. There is evidence that any 
change requiring ego reorganization wil bring about some 
Set dedifferentiation and diffusion feeling, resulting in a change 
in self concept or orientation to self. It is a common phe- 
Nomenon, for example, to hear people express new ideas about 
themselves after their first serious physical illness in adult life. 

he concept of self will vary as life patterns change, and, Lam 
Such long-range changes, it will vary from clear to ambiguous 
^5 ego diffusion is experienced. Thus, the failure of orientation 
to the self seen in some psychotic patients 1s merely the end 
Point of 4 state of constantly fluctuating self-perception. The 
Environment must provide cues that firmly establish at least a 
Public identity if other sources of ego diffusion are to be over- 
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come. This can be partly accomplished by providing specific 
opportunities for maintaining orientation, some of which are 
outlined below. 

Orientation in time is usually judged, in the clinical situa- 
tion, by the patient’s knowledge of the current date. However, 
this crude measure misses the range of subtleties involved in 
remaining oriented to time. It may not even have the virtue 
of being an end point because the lack of cues in the environ- 
ment regarding time often accounts for failure. 

Both Federn and Erikson emphasize the importance of a 
sense of continuity for maintaining identity feeling. When 
identity is lost in sleep, we must feel that it will be taken up 
again with an accompanying sense of continuity upon awaken- 
ing. Ego identity itself incorporates the idea of continuity and 
expectation of sameness, or predictable change, as part of its 
definition. The individual stands at a nodal point between his 
past and a future that he expects to be recognizably similar to 
the present or, more precisely, reconcilable with his projected 
identity-it should never be forgotten that any therapeutic 
milieu is a temporary arrangement, and the patient must always 
be helped to project a post-clinic or post-hospital self concept 
and ego identity. 
. The organization of all experience is like verbal communi- 
— it gains its meaning by the arrangement the symbols 
are given in time; to deliver the words of a sentence in random 
temporal order is to destroy the meaning. The ability to 0 


ganize sequences of past experience and to project them into 


the future may well be one of the more 


: i 
important ego organ 
zations. 


THE PHYSICAL SETTING AND SPECIFIC 
AIDS TO ORIENTATION 


Many specific 


; Physical features of the environment CaP 
assist the patient in 


UC] . e 
remaining oriented. In the first place, a 
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physical milieu should be related to the backgrounds of those 
to be treated there in order to maintain continuity, familiarity, 
and, thereby, identity feeling. Even people of robust ego are 
troubled by unfamiliar surroundings: classically, the ocean 
Voyage gives rise to feelings of unreality and diffusion. In par- 
ticular, furnishings for offices, clinics, day centers, and hospitals 
Should be similar to those in general use elsewhere and of 
good quality; they should be neither cheap and shoddy nor 
Overelaborate but should assist orientation to place by con- 
taining elements of familiarity. Paul Sivadon and his fellow 
authors (in A Ground Plan for Psychiatry) point out that 
materials such as leather are universally recognized as being of 
good quality and yet are not pretentious. Smaller items should 
reflect the general desire of patients. Professional staff often 
choose “arty” things that patients consider peculiar.* Further- 
more, to anticipate Part III, the choice of smaller furnishings 
18 an excellent subject for problem solution. Similarly, pet 
animals and birds both render the milieu familiar and create 
resolvable problems. 

As well as general cultural familiarity, 
Provide practical and concrete markings for the disoriented. In 
the large mental hospital, for example, unmarked doors are 
almost always a problem for patients, especially new patients. 
Locked doors should be given such marks as “Storeroom— 
Staff only" to reduce the uncertainty that they represent, and 
all other doors should be equally well labeled. Some hospitals 
Use color to indicate types of areas. Patients should be taught 
the geography of the ward. One of the more poignant parts of 
The Snake Pit ® is a description of disorientation: the author 


the milieu must 


— 
* It is probably true that wherever it is possible to introduce attrac- 


tive thin i i tients like, this should be done, 
gs with good design that the patients "ie; n 

ut Davis 4 has bed chai maoy things which intellectuals find attractive 

Seem austere and "unhomelike" to working-class people. The goal is not 


to improve the patient’s taste but to cure his illness. 
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was moved from one ward to another when she became dis- 
turbed, but she experienced the move, in her confusion, as a 
mysterious geographic shift in which the dayroom was where 
the dormitory had been and the dormitory took the place of 
the dayroom. Confusion of this kind can almost always be 
avoided. 

Each person who deals with patients is part of the struc- 
ture of the situation and must be clearly identified both as to 
who he is and as to his role with regard to the patient. Many 
clinic patients who are by no means very ill are disturbed by 
the anonymity of the person to whom they tell their intimate 
affairs. In out-patient clinics the staff members may find it 
amusing that social workers are taken for doctors because of 
their white coats. In hospitals mistakes such as this are more 
serious, because ambiguities leading to confusion and embar- 
rassment can result from lack of labels, and the patient has no 
outside anchor points by which to reorient himself. Although 
some ambiguities should be faced by all but the sickest patients, 
it should be by design, not chance. In some hospitals nurses 
have their names on their uniforms, and, in others, staff mem- 
bers with differing duties wear colors designating their various 
functions. In the Kansas City Receiving Center, photographs 
of people who often visited the ward were posted on a bulletin 
board. In larger hospitals a floor plan can help. 

Arrangements for visitors should be flexible. Patients may 
want visitors to participate in ward activities, and this should 
sometimes be made possible, although decisions on such pat 
ticipation should be made between the patients and the nurses: 


Other patients may need access to visiting rooms so that they 

can see their visitors privately.* 

— n 

a 

Eppa ne density of population seems to be important for E 

he i: adi rE not clear why. Plant,8 in a sensitive analysis of i 

d T praa owding on children, points out that people are uncomfor 
uations where the numbers are either greater or fewer than 
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To assist the patient in his orientation, the physical milieu 
should give him ample access to his own appearance. All 
patients should have mirrors freely available to them, and at 
least one of the mirrors should be full length in order to help 
the patient reaffirm his body image and keep up to date on his 
appearance.” Arrangements for grooming and for bathing 
should resemble those that people customarily use under 
normal circumstances—that is, they should be private and no 
more scheduled than absolutely necessary. A normal array of 
soap, toothpaste, hair tonic, cosmetics, and the like should also 
be freely available. The patient should wear his own clothing 
wherever possible; but if this is not possible, clothing should 
be obtained in a place that resembles a shop, the patient should 
have as much choice as possible, and he should be provided 
with a place to keep his clothing neat. Laundry, dry cleaning, 
and repairs should be available, preferably in the greater com- 
munity, 

In many hospitals, hard-pressed superintendents argue 
that such personalized arrangements are too expensive, no 
matter how desirable. For example, at one time in Weyburn 
Hospital the men all wore expensive work boots or went 
unshod. For some old men the boots were too heavy; they 
Went unshod, which limited their activities and kept them 
apathetic and withdrawn. Furthermore, when repaired boots 
Were returned to the ward, they were reissued without the 
Consideration of who the original owners were. Some men 
Would not wear the repaired boots because they did not fit and 
instead continued to wear their own boots until they were past 
Tepair. A central shoe shop with a variety of styles of shoes and 
boots and with repair facilities was planned in collaboration 


if there are people from both 


they T 
are accustomed to. For this reason, 4 
Pig and city in a hospital, it is hard to arrange matters to ce yin 
aig It is clear, however, that overcrowding in hospitals is directly relate 
© acts of violence; but whether or not it causes violence is uncertain. 

; 
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with the ward staff, but eventually other matters became more 
pressing and, like many other good plans, it never came to 
fruition. However, a plan to supply lightweight shoes to those 
not needing work boots and to allow patients to have their own 
shoes repaired did reduce costs considerably. At the same time, 
the patients were benefited by having their own shoes, and 
chronic patients, especially, profited from learning how to get 
their shoes repaired. 

A patient must be given every opportunity to remain 
oriented to the place in which he is being treated and to his 
own person, but, perhaps most basically, he must be kept 
oriented in time. 

All therapeutic milieus should have calendars and clocks 
in salient positions. All should have a wide variety of daily and 
weekly papers, preferably “home town” papers. All menus, 
programs, and memorandums should be dated, and social 
events should be scheduled and identified by date and time. 
These dating features are especially important if patients have 
had electric shock. Disorientation after shock is often taken 
for granted, but it can be relieved by simple techniques that 
immeasurably assist in avoiding much confusion. We have 
seen a man with Korsakoff’s syndrome retrained, by a ward 
aide in daily sessions, to tell the time and date. Resolution of 
the time problem was the first step in ordering this patient's 
perceptions more rationally. 

m general, it is necessary to have a firm sense of the flow 
of time and a firm grasp of its meaning in order to anticipate the 
future. This means that the self can be projected forward and 
£80 organizations differentiated in terms of the future. This i5 
one of the Torg important ways in which the effects of failure 
can be delimited and ego organization maintained. 
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PHYSICAL MILIEU AS AN AID TO SOCIAL STRUCTURE 


, In Chapter 4 we said that among the more important 
things the milieu must provide are a series of graded and 
controlled crises for a patient to resolve and a staff of helpful 
people to assist him in the process. The physical surroundings 
can either help or hinder the staff member in carrying out his 
facilitating role. 

In general, physical arrangements make an impact upon 
the course of social events. When a staff meets, for example, 
the position of the various kinds of staff members can be used 
To predict their behavior. If a doctor sits at the head of a table 
With residents beside him, medical students around the table, 
and nurses away from the table in two neat rows, the nurses 
Will behave like an audience. For teaching, this is useful; if the 
Nurses have information the doctors want, however, it is not 
à good physical arrangement for eliciting it. 

, In a hospital the physical location of 
with locked doors, can effectively keep a nurse from doing any- 
thing except run errands. This situation also can keep a patient 
from taking part in any structured activity. But the environ- 
ment can favor nursing ease and patient interaction if nurses, 
aides, and patients cooperate in arranging it. For example, a 
mobile cart to deliver supplies, records, and messages to all 
EARN several times a day can spare nursing time. A “treaty” 
With the maintenance department can serve the double purpose 
at Setting repairs done and involving the maintenance people 
m the problem-solving milieu. Not all added facilities, how- 
‘ver, prove to be therapeutic. One mixed ward of men and 
Women had worked out a routine for housekeeping. When a 
neW floor-cleaning machine was introduced, it removed a 
Simple group activity before the staff was prepared to develop 
another to take its place. More familiar types of regular house- 


services, together 
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hold equipment would probably have been better to have and 
would have provided problems concerning the rights and 
obligations in sex-linked roles. All changes have therapeutic 
potential if properly planned; it is for this planning that the 
doctor’s theoretical knowledge is needed. 

From the nurses’ point of view, the ward should be easy 
to clean and should have storage space. The nurse should be 
assisted by the arrangement of the ward in meeting the needs 
of the patients. For example, if the dayroom is at a distance 
from the nursing station, the nurse can check the ward as she 
goes back and forth and thus find patients who have retired 
to their rooms weeping or depressed. In general, patients tend 
to congregate near the nursing station, and this is the most 
important consideration in planning it. 

Nurses and aides can usually suggest ways to save time. On 
one occasion, in Weyburn Hospital, aides suggested cutting 4 
door between two large adjacent rooms in a geriatrics ward, 
which resulted in a 20 per cent saving of time. Only these aides 
could have realized how much time was being wasted because 
there was no easy passage between the rooms. 

The size of wards is important. The World Health 
Organization suggests that no more than thirty-two patients 
should be on one ward, and then it should be subdivided into 
groups of eight patients each. Eight appears to be the largest 
group in which it is possible for one person to be sensitive to 
each member's interactions and to fully observe the tone and 
temper of the remainder of the group. When there are more 
than eight people, some are likely to go “out of field." How 
ever, groups can also be too small. If there are only three Op 
four people, there is a danger of intense affects developin8 


amon . 
MA 8 them, along with unnecessary vulnerability to loss 2" 
eru: s : [s 
ase of one set of relationships at the: expense of othe? 
requiring 


is different ego organizations. 
t i n i 
€ ward contains more than thirty-two people, it 15 p" 
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sible for some to be isolated.* Also, there is greater likelihood 
of a kind of shifting and regrouping because of cross-cutting 
Toutines that break down group structure. For example, a 
group from a large ward may plan something and be disrupted 
by the order that some of them are scheduled to go to the 
dentist. Although membership in a cohesive group is not an 
end in itself, our theory suggests that membership in a small, 
Stable, informal group should precede multiple memberships 
and that these informal groups should contain patients at vary- 
Ing stages of recovery, as well as nurses. 

In many old hospitals, minor alterations and rearrange- 
ments can make it easier for small patient groups to live to- 
gether. For example, furniture can be regrouped to create func- 


tional areas that give a kind of privacy. In many mental 


hospitals, furniture is arranged in such a way that no inter- 


action is possible. Chairs in straight rows used to be a frequent 
Sight even before television—itself an interesting problem creator 
—made it less unreasonable. In Weyburn Hospital’s chronic 
wards, the huge dayrooms were lined around the edges with 
chairs—like an enormous waiting room. The patients, however, 
Usually sat on the floor in the hallways watching the attendants, 


and occasionally a doctor, pass by- This may have been the 


se s : pr br 
lector temperament in operation maintaining ego equilibrium. 


s Principle, it is better to equip with living arrangements the 
Places where interaction is highest—for patients will seek these 
out, 
Any mental hospital or day center should provide physical 
Sa 
* It is ironic: ogiekbride” 
al that the old “Kirkbride 
op oe has, from this point of view, a? ideal layout. Dr. Herman Snow 
: Ogdensburg, New York, the superintendent of an excellent state hos- 
and which still has these old buildings, tells us that mey ee nn 
i CaL setti se o de is basically a rectangle ivided length- 
ap ie an nye d d and the other is a TOW 
is H 
i Patents n ement à pa 
nose Bs a t in the group, but wherever he 


account of it. 


building, now considered 
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facilities for work or worklike activity. The subject of work is 
always so important that it will later be dealt with at length. 
In general, it is of paramount importance that the environ- 
ment allows for a wide range of both instrumental and socio- 
emotional roles. Ideally, a hospital should have an auditorium 
large enough to seat all the patients and at least half the staff 
so that formal business can be done in the way that it is some 
times done outside. There should be rooms of a variety of sizes 
for ward meetings and club gatherings and small spaces suitable 
for group therapy. There should be provision for privacy. B 
short, there should be facilities for a range of activities which 
simulate the worlds of work, family, recreation, and voluntary 
association. 2. 
Such a variety of activities will provide needed practice in 
developing ego organizations, in using them appropriately, and 
in keeping them differentiated. Although patients may ente 
only the familiar activities at first, most, eventually, can be 


s : : : c- 
encouraged to participate in a reasonably wide variety of a 
tivities, 


PHYSICAL SETTING AND PROBLEM SOLVING 


Problem solution or crisis resolution lies at the heart of 
our theory. The main purpose of the physical milieu js © 
provide a setting in which the patient is supported by a feeling 
of familiarity and continuity and in which the staff is free t° 
help him toward ego growth. Nevertheless, the physical environ 
ment is not just a background, and in itself it offers ma? 
natural problems for solution. As we have said previously, the 
choice of a piece of furniture or equipment is an excellent 
problem, especially for women, because it requires attention tO 
a decision that for most people is similar to those they must 
make every day, Furthermore, it requires sufficient inter 
personal skill for reaching agreement with others in the mak 
ing of the decision, but the decision is one that need have P? 
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M ee m or far-reaching consequences. In an English hos- 
busily et v riim and staff together, dressed in overalls, 
Gerdes a 8 own a brick partition. The men had been 
h mers. VEIE ward for a long time and had been making 
ae ib sentes of decisions about how to proceed and how 
ve with the mess in the meantime. 

"me. pa milieu is perhaps best if there is always 
elves d ett to do or to change. This is especially so if it 
ileu = patients’ ways of life. Furthermore, there is, in all 
ss vila seins a sense of ragged edges and unfinished busi- 
ing to m e painful for the staff to enante and disappoint- 
the pro itors but is nevertheless quite vital to the success of 
Piel Él For example, in a small psychiatric teaching hos- 
mixed w T. and a female ward were integrated into one 
later a im after much planning and discussion. Two days 
iod i ii reported in a staff meeting that eating and 
no aita nal activities had been integrated successfully but that 
miene Hpt had been made to integrate the sleeping arrange- 
i. until two women got into a fight and one of them asked 
thon es in a room at the other end of the ward. This was 
ia t to be a reasonable request, and discussion elicited the 
hen Piae that one of the men should exchange rooms with 
tns is shift was agreed upon by all. Thus, the | nnn of 
decime or not men should sleep on the "female ward was 
hie x: as a by-product of separating the two women. Later, in 

me discussion, it transpired that 2 male patient had told 


she student that he was glad that the wards had been 
“grated because it “makes it more like it is outside.” Another 
Patient said that he liked it because with the door between the 
Wards open there wasn’t “all that slamming all day long.” * 


— 
* : 

es is easy to overlook the 
Nace can be maddening to P 
cularly disruptive to patients W 
is distractible. 


the normal sounds associated 
read or to rest and are 
s high or whose atten- 


fact that 
eople trying to 


With 
hose anxiety i 


parti 
tion 
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However, one woman expressed considerable fear about being 
among men. A nurse then reported that some patients were 
anxious because one of the women had undressed in front of 
the men, and they feared it might happen again. The staff 
planned to discuss—first with the women and eventually with 
the whole patient group—standards of modesty in a mixed 
ward, in the hope of developing ground rules for the ward. In 
this kind of executive function activity, problems of impulse 
control can be recognized and dealt with. 

These excerpts from a staff discussion not only illustrate 
the range of problems that a shift in living arrangements can 
offer but give some idea of the fluidity of the situation and of 
the numbers and kinds of problems that must be faced all at 
once in a ward attempting a change. The problems that the 
physical environment offers point up the paradox discussed in 
Chapter 4; an important function of the physical milieu is to 
lower ambiguity—but problems are in their nature ambiguous: 
Although resolution of the ambiguity in the planned problem 
contributes to ego growth, gratuitous sources of ambiguity can 
raise anxiety and freeze the will. The physical environment 15 
less important in clinics than in hospitals because the patient 
is not so dependent on it for clarification. It can be very in 


portant in the home, and we shall comment on it briefly in 
Chapter 12. 


In summary, the ego-dama' 
of ego sets through disuse or 
specific retraining, 
the process. If he 


ged patient suffering from par 
biological accident may nee 
and the physical environment can assist 1? 


is suffering from ego dedifferentiation and 
spreading then diffusion feelings, fear, and anxiety can pa 


ameliorated by an environment that is culturally familiar, that 
does not devalue the patient by its poverty, and that gives him 
clear, unambiguous, and consistent clues as to time, place, aP 
person. Finally, ego ability can be enhanced by the physical 
environment if it js neither too sheltering nor too difficult a? 
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if it can provide a range of problems for solution that have 
some relationship to his life outside the hospital. 

In discussing the physical setting we have touched upon 
the people in it as part of the “structure of the situation.” In 
the next chapter we shall discuss in some detail those aspects of 
the social structure particularly related to the allocation of 
authority. 
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CHAPTER 6 


Authority and Control 
NEM XM u—A— 


We have described some ways in which the physical en- 


barre can contribute to the therapeutic milieu; now we 
can Hey the problem of authority and how its allocation 
: nce the process of ego restitution. 

Pi the physical stricture of the hospital, the authority 
the fima reveals society's evaluation of the mentally ill. At 
authorita ag ihe bars were put on hospital windows * an 
times it Wlan. ‘society existed within these hospitals. Some- 

was benevolently despotic, but often it Was cruelly 


repressi : ue : ss 
pressive, and either way reflected belief in the incurability 
nstruction of the 


their worst features 


remotivate the patients, 


easi 
er to renovate the buildings than to 
program does not guar- 


and scam 
añt unfortunately a vigorous building 
€e better treatment. 
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Most of the mentally ill are treated in situations overtly 
created by society for the control of deviance,* and society is 
the final source of authority for what goes on in its hospitals. 
As members of society, however, we have two conflicting motives 
for treating patients: we wish to be humane to the mentally ill, 
but we also wish to protect ourselves from those who have 
slipped out of the web of predictable social behavior. A conflict 
is also built into the treatment of the ill: it is authorized by 
society, but it must be done on behalf of both society and the 
patient who has, in a sense, failed that society. Treatment must 
include both support and control, and therefore it is hard for it 
to escape having a flavor of punishment as well as of healing. 


THREE SOURCES OF AUTHORITY 


Authority is paradoxical in nature since a person 17 
authority is able to make people do only what they are already 
willing to do. If people are not willing, power is needed, but 
even then power cannot always prevail? Thus, when an officer 
tells his troops to march, they march because they already 
intended to. However, it is not this central characteristic of 
authority that concerns us here but, rather, a secondary aspect 
—the right to make the decision to give the order in the first 
place. From our point of view, the critical aspect of authority 
is the location of this right. First, however, we shall discuss 
briefly the three major sources of authority: the traditional, the 
charismatic, and the rational-legal.? 

Traditional authority is familiar to us in the family—the 
father is usually the final authority. "There is traditional author 
ity in hospitals also—as when people have certain rights just 


—————— 


n i 2 1 
* The public mental hospitals supply 849,644 of the nation's ment? 
hospital beds. The Vet 


js erans’ hospitals supply another 119,403, and re 
eral hospitals another 6,549. General hospital beds and research 4 5 
teaching hospital beds amount to another 124,474, and many of these d 
publicly supported. There are 80,807 private beds.1 
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"xw Lema eje tenure, or when it is expected that some 
D A E will exercise authority even when "everyone 
ocating authority by these criteria 1$ inefficient. 

MEL an individual is able to make other people 
EE has authority Just. because he says he has. This is 
: ic authority and it is solely a quality of the relation- 
ship between the leader and the led. Some doctors are able to 
" aes this kind of authority, but it is unstable because it 
intense personal loyalty and commitment and because 


it generates factions and is therefore unsuitable to large, com- 
charismatic authority cannot 
his authority 
e—rational- 


de organizations. Furthermore, 
e z s 
i ^ ps on; when a charismatic leader leaves, 
it ; p: : 

i er dies or becomes routinized as the third typ 
egal authority. 


ie Rational-legal authority has it 
t is a rational authority legitimized by the rules governing 


admission to roles. In the hospital, for example, the role of 
Superintendent of Nurses carries with it authority over all the 
other nurses. It is not the nurse herself who has the authority, 
lt is the office. When she leaves, the authority is transferred 
from her to a similarly qualified role holder. 
b Rationallegal authority is associated with what we call 
Hein qeu Miis any large hierarchized rational-legal struc- 
e is a bureaucracy. It is well to remember that there 1s 
Nothing evil in bureaucracy as such; it is simply one way of 
Organizing the work of the world. If the goal of a bureaucracy 
1s the restitution of damaged egos and its organization is efficient, 
there is no reason to believe that it cannot succeed, even though 


it : de 
may face unique problems 1n doing so. 
] structures, however, there are islands 


Of traditional authority. In some Cases they add flavor and a 
Sense of continuity, but more often they lead to pathological 
Obstructions of purpose. Dy the same token, charismatic author- 
ity may sometimes appear with a new staff member who launches 


s source in role specifications. 


In all rational-lega 
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a crusade for improvement. Sometimes this results in ceti 
gain but often in disappointment and cynicism because ed 
changes do not last. When such people leave, their authority 
usually reverts to those who had it before. 

We shall now turn to the problem of decision making, one 
of the most important aspects of the allocation of authority. 


LOCATION OF DECISIONS 


In any social Structure, decisions should be made at the 
places in which they can most effectively forward the goals of 
the structure, once the major values about decision making it- 
self have been taken into account. A certain amount of decen- 
tralization of decision making is considered morally desirable 
in American society, no matter what its effect; "author- 
itarianism" is believed to be too big a price to pay for ef- 
ficiency. 

In general, decision making should be located according 
to whether policy or action is involved and according to the 


generality or specificity of the decisions to be made. For ex- 
ample, the Clinical Director of a 


hospital can decide that 
patients shall wear their ow 


n, rather than hospital, clothes, 
Ped by a nurse, must decide him- 
ear each day. Those at the apex of 

ciently acquainted with day-to-day 
operations to make concrete operating decisions. 

This principle is generally true of both the mental hos- 
pital and the clinic, but before We go into detail it is important 
to deal with a pervasive misunderstanding about the location of 
decision making. 


the structure cannot be suffi 


Democratic social structur 
valuable, but those who value i 
social structure, Briefly, 


€ is generally conceded to be 
t often confuse it with egalitarian 

democracy in a bureaucratic organiza- 
tion refers to a decision-making process, and it consists in the 
staff members having something to say about the course of their 
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working day. It does not consist in everyone having something 
to say about everything. In some factories, for example, a 
supervisor may have a large number of people under his 
control who have nothing at all to say about their conditions 
of work. At the same time, they may all be subject to the same 
rules and the same working conditions regardless of differences 
in skills and wages. Such a system is undemocratic, but, as it 
has only one echelon of people with equal rights and privileges, 
it is relatively egalitarian. In contrast, most hospitals have a 
hierarchy because people are ranked in terms of education, 
training, and salary. Nonetheless, such hospitals can be demo- 
cratic if the staff is encouraged to contribute ideas about how 
the wards should be run and these ideas are heeded. This, 
although democratic, is an inegalitarian operation. During the 
last decade, progressive hospital directors have moved, in the 
name of democracy, toward a wider dispersal of the right to 
make decisions. This has made the therapeutic milieu possible 
because the essence of the problem-solving process is the right 
to make decisions at the time and place most likely to lead to 
ego restitution. This increase in the kinds of staff members 
with the right to make decisions has brought with it an em- 
phasis upon free and open communication that, » turn, has 
often led to the working out of differences of opinion among 
Several staff echelons. However, there have been problems and 
Strains associated with this redistribution of authority and 
especially with the efflorescence of communication for its own 
sake. Amitai Etzioni‘ has pointed out the fallacy of imagining 
that all administrative troubles can be cured through what he 
calls the “human relations approach,” and he has suggested that 
overcommunication can be time-consuming and distracting. 
Where, then, in the therapeutic milieu should the decision- 
making process be located, and where should the information 
be pooled? In general, authority should lie where it best 
serves the goals of the system—that is, with the personnel charged 


112 THE STRUCTURE OF THE MILIEU 


with the therapeutic task. Information, however, should be 
distributed through the staff echelons in terms of the types of 
decisions being made. Ward staff should have easy access to 
all the information relevant to the problem-solving process 
on the ward. 

Patients in hospitals and day centers spend almost all their 
time in the company of the staff members lowest in the hierarchy, 
and it is these staff members who must create a problem-solving 
climate. It is for this reason, and not because of its intrinsic 
worth, that extreme decentralization is so important. Many 
important, concrete decisions about patients must be located at 
the level of the nurses, the attendants, the patients themselves, 
and even the cleaners and maintenance men.* Furthermore, 
the need to make decisions at this level is so imperative to the 
existence of the society that decisions are made whether or not 
the authority is delegated. Failure to delegate results in decisions 
being hidden, and usually these are antitherapeutic. For ex- 
ample, in the Kansas City Receiving Center the male ward at- 
tendants did not know whether or not they had the authority to 
allow sleepless patients to get out of bed to smoke cigarettes OT 
walk around the corridors. Because the attendants were in 
doubt, they made the decision with the fewest consequences and 
insisted that the patients remain in bed. When they later had 
the authority to use their own discretion, they then allowed the 
patients to get up and talk with them, to smoke, to read, or tO 


engage in any activity they felt would help the patients to fall 
asleep. 


E - fortunate that general democratic values coincide with 
expediency in the running of hospitals, but it should be re- 


— (P ———n 

* Si . & 
in large Likes written, there has come to our attention a movement 
A itals toward decentralization. That i ital divides 
itself up into smaller, - That is, a large hosp 


central, this has th Perici units.5 As the maintenance is still 
: as the fortunate seconda inti e fact 
that care of patients re ry effect of pointing up th 


SOS Md quires a different type of social structure and ad- 
ministration from laundering sheets. ii 
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membered that decentralization is not an easy solution to the 
problems of the treatment institution. It requires careful plan- 
ning to insure that information flows up and down and across 
the structure and arrives where it is needed, and it requires 
more planning, coordination, and vigilance than a central 
organization requires. 

Granted that the authority to make important decisions 
should be vested in patients and ward staffs, how can this be 
accomplished? Beginning at the top, the agents of society, 


whether they are boards of directors Or government depart- 


ments, must give the directors of hospitals and clinics a clear 
sts within the limits 


mandate to act in the patients’ best intere. 
of the laws surrounding the directors’ operations. 

The limits of the law often define the ways in which a 
patient must enter the hospital, and they affect his civil liberties 
freedom to have a driver’s license 
changes in the laws 
itals, revolu- 


in ways that range from his 
to his right to vote. In Great Britain, 
dmission to mental hosp 


encouraged informal a 
and profoundly changed 


tionized the practice of psychiatry, 


the role of the medical director. 
The director of any hospital must mediate between the 


agents of the society and the institution and balance the needs 
of both, Therefore, as the director must Sere two masters, he 
in turn must delegate the major part of his therapeutic author- 
ity * to others who can, in à protected situation, take the part 
of the patients. It is inherent in all therapeutic relationships 
that the therapist is an agent of society on the one hand and a 
friend of the patient on the other. If he were not, he would not 
be able to represent “wellness” in his interactions with his 
patients. This is particularly important for ward staff who may 
at times react automatically to the patients’ non-normativeness 


* Only a medical doctor is legally allowed, because of his training, 
fe and death that occasionally must be made. 


to make the decisions about li 
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in terms of general values and beliefs. These reactions should 
always be recognized as legitimate even if they are not in a 
case encouraged. These automatic reactions of staff to r 
things as sexual acting-out are the price that nost be paid - 
having a society on the wards that is rooted in a in cn 
culture. It is the task of the director to give his professiona 
staff the right to distribute their authority to nurses and aides 
and patients wherever it is therapeutic to do so. He must 
defend this practice when it comes under attack, whether it 
comes from those—usually doctors and psychologists—who con- 
sider the ward staff “too judgmental” or from the lay public 
who consider that both staff and patients have “too much 
freedom.” In general, those in top positions must balance the 
interests of society against the interests of the patients when 
making general policy, while those in constant contact with the 
patients should have the authority to make specific, concrete 
decisions—in terms of the patients’ illnesses—as to whether any 
particular deviant act should be tolerated or sanctioned. 
Medically trained people must work patiently toward 
delegating to nurses and aides a much wider spectrum of 
authority to make decisions than they are a 
cepting—or than doctors are a 
therapeutic milieu this means, 


ccustomed to ac- 
ccustomed to granting. In a 


paradoxically, that doctors pa 
take responsibility for details that do not seem on the face o 


it to be medically relevant. 'Thus, a doctor may take many 
hours to arrange for materials to be available to a group e 
patients so that they can build a picnic shelter or a bandstand 
or an outdoor oven. In short, whereas doctors must, in the 
therapeutic milieu, give up the authority that they have peen 
used to exercising so that nurses and aides may make decisions 
without delay, they must at the same time exercise administra- 


tive authority of a kind not traditionally’ medical. For many 
doctors this is hard, but the creation of 


the therapeutic en- 
vironment hinges on their being able to 


do it. 


— iad 
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By the same token, nurses and aides must learn to assume 
authority that they have not had before. This is more difficult 
still, for it involves fear of failure and of reprisals. It is best 
done through group interaction, which supports the individual 
and develops the norms, values, and sentiments that give identity 
to the working group.® 

Communication between doctors and ward staff must be 
unimpeded. Clear lines of communication are essential to the 
functioning of a bureaucracy, and those who make policy deci- 
sions must act as communication centers so that decisions can 
be based on accurate assessments of reality. But in a hospital, 
there must also be confidence among the ward staff that they 
can quickly get correct information and, what is more im- 
portant, support and backing when they need it. As a matter 
of fact, in most hospitals communication flows downward in- 
formally, and, because they are in contact with so many kinds 
of staff people, patients are usually the first to know the latest 
rumors. The therapeutic milieu has to be built to send authority 
and accurate information downward and correct information 


upward. 
A doctor who sets ou 


—given that he has the necessary backing 
tion—might well start with a ward meeting. It is probably best 


that he be named ward administrator and made responsible 
for the operation of the ward. At first, the doctor and his ward 
staff can meet alone and discuss problems involved in providing 
a situation in which patients can make decisions. Initially, 
problems will have 2 minimum of detail and will probably 
concern discipline: “Joe smith hit George Green in the face 


—what should we do?” The doctor at this point must resist 
cture on aggressivity. His task 


t to create a therapeutic environment 
from his administra- 


the temptation to deliver a le 
is to demonstrate that there is a way of dealing with these 


problems and that the staff can find it. He should probably turn 
to the lowest-ranking person in the group, address that person 
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by name, and ask him a question. This person is chosen eean 
in the ordinary course of events he is unlikely to offer ir " 
tion. Furthermore, once someone with higher eec oaa 
spoken, the lower-ranking member will usually be ii : 
to offer any information that might appear contradictor T n 
is important that the senior members of the ward sta dis 
prepared for this method of running a group meeting, o i 
wise they may—in nonverbal ways—discourage their goer 
from participating. In this instance, the doctor may ask: pes 
happened to be near when this happened; what do you : 
do in these cases?" Or, “Has Mr. Smith * been upset lately 
What do you think should be done?" If he does not ecce 
bring in everyone who may have something to contribute, t " 
meeting will tend to become a panel between the doctor an 

the one or two senior ward staff members. It may take many 
weeks of meetings before the ideas inherent in the therapeutic 
milieu can be incorporated. Moreover, it may take time Mt 
ward staffs to learn what kinds of information are wanted. For 
instance, in one Weyburn Hospital ward of senile, bedridden 
men, one of us suddenly realized that there were just not enough 
staff members to feed the patients individually. Inquiry revealed 
that an attendant got one bowl of food and one spoon and 


: » > th 
went up and down the line thrusting food first into one mou 
and then into the next, 


— 


* The indiscriminate use of 
Status. We 


eir 
the patients’ first names degrades th 
are inclined to think 


em 
that ward attendants should use i a 
only if the patients are free to reciprocate. Some patients who are 


learn 
rehabilitated from illnesses of long Standing may badly need to relear 
how to respond to th 


i i noS- 

eir proper names and titles before leaving a un 
pital. Some defective, or Very young, patients may have to be ca E 
first names because of cultural attitudes or because of clinical reasons. 


D>» aen 
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sional consciences by withholding such information. It was as 
if the attendants and the doctors had a complex system of 
reciprocity in which the attendants wore the mantle of "cus- 
todian" while, in exchange, the doctors agreed not to interfere 
with how the attendants exercised their custody. 

Nurses and attendants in large hospitals have usually spent 
most of their time "controlling" difficult patients and giving 
care to helpless or chronic ones. This situation will have to be 
undermined without undermining the nurses themselves. For 
example, a nurse who feels that a patient must be tidy may 
believe it is perfectly all right to inspect a patient's bureau 
drawers. She will have to learn that the decision to be tidy is 
one that a patient must make for himself. It is in the discus- 
sion of such concrete and yet affect-laden issues that ideas are 
taught and learned. In our view, it is undesirable to "interpret" 
a nurse's desire for tidiness in such personality terms as com- 
pulsiveness or punitiveness. Indeed, ad hominem explanations 
are foreign to the whole philosophy of milieu therapy, which 
is founded upon the assumption that if staff members are 
taught to act appropriately toward patients then, through the 
experiences they undergo, the patients will come to feel ap- 
propriately. Most nurses and aides can learn that » = medically 
desirable for a patient to be tidy on his own initiative; then 
they can be taught how to encourage the patient to be so. 

We say most nurses can be taught to do things in a new 
way, but some “old line” nurses find it impossible. They have 
been controlling patients and maintaining quiet, tidy wards for 
years, and they believe that the traditions of the hospitals where 
they learned these skills are sacred. In Weyburn Hospital we 
worked with a core of twenty men—senior ward supervisors and 
their Chief. As we have reported elsewhere, most of these men 
were delighted with the opportunity to create a more active 


program, but two of them and the Chief himself remained un- 
convinced and even were actively obstructive. The Chief finally 
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resigned and the remaining two men were assigned to positions 
where they were in less contact with patients—but their loss was 
a serious, if temporary, blow to morale. We repeat, most nurses 
and aides are willing to change their actions if the changes seem 
feasible and if they can relate them to the patients’ welfare.* 

The problem of a patient who will not keep his personal 
effects in reasonable order now becomes one of who has the 
authority to teach him to want to be tidy. Usually, the answer 
is—the other patients. There are many ways in which such 
authority can be delegated to patients, but one of the more 
popular, at least in the United States, is to set up a government 
made up of the patients themselves, Since many excellent 
hospitals, especially in Continental Europe and Britain, do not 
have patient government, it may be a typically American in- 
novation and peculiarly suitable to American hospitals. Per- 
haps for this reason alone it should be encouraged. 

The first step in the actual formation of a patient govern- 
ment can be a meeting of the total patient group where a gen- 
eral invitation to comment upon the surroundings is given. In 
the beginning the meetings will almost certainly be silent and 
unproductive; later they will probably develop into "gripe" 
sessions, Nurses can be reminded at this stage that their purpose 
1s to promote problem-focused patient interaction; they should 
try not to feel guilty,t and on no account should they feel that 
——— 

* In another hospital, two nurses, 


li X ¢ 
xd pe learn new techniques, changed greatly when the teaching O 
teu therapy was given to a senior nurse rather than to a psychiatrist. 


* Some of the material roduce i i i ignant. 
uced b v oign 
One Weybur: S P y chronic patients is very poig! 


that while h pital patient who had been rehabilitated explained 
to him th pigs very ill and withdrawn, a nurse had explained gently 
lens - is brother had died, but that when the man who had sat 
eve b im on a bench in the ward for ten years had died he had not 

n Deen taken to the funeral. He had felt much closer to this fellow 
pane than to the brother whom he had not seen for years. The hos- 
orig €ntirely formal system of assigning importance to deaths was at 


who we thought were rather UT" 


—— 9 te 
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they must defend the hospital to the patients. As the complaints 
increase, the patients can be invited to set up committees to 
consider what can be done about them. In this way the two 
basic kinds of problems emerge. First, there is the socio-emo- 
tional problem of getting along in the group in the first place; 
second, there is the instrumental problem of arriving at a 
consensus about what should be done and implementing the 


decision that is made. From the committees there should emerge 


a group of executive officers who will eventually be able to 


conduct ward meetings without the staff being present. It is of 
the utmost importance that the better integrated patients be 
included in all ward meetings from the start. If these less-ill 
patients are removed to attend to hospital routines or to go to 
other activities, the patient government will fail. The ward 
meetings should be treated as an important part of therapy, and 
their schedule should be inviolable. 

Here we are discussing patient government in general. 
Large hospitals may have a government with representatives 
from all wards, but the important functional unit is the ward 
meeting. In such meetings all problems can be discussed, some 
can be solved, and ambiguities and obstructions that prevent 
solution can be dealt with. 

Within the ward meeting itself, authority for different 


kinds of decisions varies. First, decisions about administrative 
e made by the ward administrator. There is 
re unshareable authority with 


necessities must b 


no more point in pretending to sha 
patients and nurses than there is in refusing them authority they 


are well able to exercise. For example, the rules surrounding 
the holding of a patient on à court order must be made by the 


administration. In a 4 uthority for 


ifferent category is the a 
enforcing strongly held cultural norms that the patients and 
staff all share. For instance, 


rules about patients appearing 
seminude on the wards can b 


e made by patients, staff, and 
ward administrator together because the behavior violates 
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generally held norms and concerns the reputation of the hos- 


pital as well as of the patients and staff. The patients them- 


selves will almost always uphold these norms—in fact, if left to 


themselves, they usually will discipline one another more 


severely than staff members would.* Fin, 
for living together on the ward should 
hands of the patients. If patients make t 


ally, the ground rules 
be left entirely in the 
heir own rules, they are 
m. In this way, also, the 
€ formal rules. If rules 
S, these rules will often 
City, for example, where 
esprit de corps, an over- 


„aere patie ; 
ward modesty an there is an dum "e are in contact with doctors a good 
iatrists’ minds. Prudery. We ict s change the patients’ attitudes to- 
ins, where diffe at there is confusion in some psy- 
Tences in values leave off and pathology 


Authority and Control 121 


Robert Hyde * experimented with allowing patients to regulate 
their own medication. The patients were taught the use of 
prescribed drugs, were instructed concerning the drugs’ outside 
limits, and were allowed to arrange their own dose within these 
limits.* 

We have said that the ward meeting should include 
patients, ward staff, ward administrator, and a minimum of 
people from higher echelons. There are two reasons for keeping 
the number of senior people to a minimum: First, the decisions 
made on the ward are too concrete and specific for the people 
concerned with policy to join in regularly. Also, because at- 
tendance at these meetings uses their time wastefully and be- 
cause they see the meeting out of context, it biases their view 
of the way policy is being acted out. Second, the tendency for 
discussion to reveal differences of opinion between members of 
echelons too far removed from each other creates ambiguity for 
everyone. The director and the policy-making echelons should 
keep a watchful eye on statistical and clinical evidences of the 
Success or failure of the ward program, but they should not 
actively participate in ward meetings. It is, therefore, doubly 
important that the policy-making staff, in turn, meet among 
themselves—not only to reaffirm their goals and. bring policy 
into line with them but also to make their own differences of 
Opinion explicit and to find workable compromises. In the 
therapeutic milieu it is important that things be what they 
Seem to be and that the authority delegated to patient govern- 


ment be unequivocal. 


^ "ma; th 

* In a personal communication to the authors. 

+The TA in Hyde's move are pointed up by the fact that 
there are thousands of studies of the phenothiazine drugs but very few 
of them report whether or not the patients actually take the drugs. There 
1S reason to believe thet only about half the patients in chronic Eo 
actually swallow the drugs they are given unless special pains are b: en 
to see that they do. Many skillful ways of disposing of drugs have been 
recorded, 
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In a description of an early experiment, Robert Hyde and 
Harry Solomon? say: 


In patient government the patients can: 


- Develop constitutional government with bylaws and iii 
meetings and elect officers to positions of leadership and pus eo 
bility which are recognized by both patients and hospital autho: i 
ties. These leaders can assist the administration, occupationa 
therapists, nurses, attendants and volunteer workers through con- 
sultation in planning and assignment of tasks. 

2. Vote on complaints and Suggestions and present them to the hos- 

pital authorities as the collective desire of the patient body rather 
than of one individual, 

- Organize and assign their own ward duties. 


- Recommend changes in ward rules, 
5. Arrange, organize, conduct and assume responsibility for social 
activities, 


6. Originate, plan and carry 
Programs such as paintin 


through a variety of special activity 
editing the hos 


& projects, mural paintings, writing and 
pital paper. 


promptly or, if this is not 
be Promptly explained; patients p 


e things they req 


possible, the delay should 
robably should be able to 
est—but preferably through 


» patient govern 
problems for solution, 
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executive group; the shift in membership then gives the 
majority of the patients an opportunity to play both follower 
and leader roles in the course of their treatment. Staff members 
should remember that a certain amount of clumsiness is in- 
evitable, and they must not dominate meetings in order to 
raise efficiency. Hyde and Solomon suggest having staff mem- 
bers rotate through the role of representative to patient govern- 
ment in order to avoid this pitfall. It is probably better, how- 
ever, to restrict the staff role to the interpretation of reality and 
to the carrying of messages back and forth between the admin- 
istration and the patients. If a staff member can learn to find 
more satisfaction in seeing a patient solve a problem than in 
solving it himself, he will have no difficulty in playing the 
representative role indefinitely. In our experience, new residents 
are often astonished at the variety of problems that patients 
can deal with themselves. 

Patient government can take many forms but certain 
Principles should be kept in mind. First, the patient govern- 
ment should make and enforce the majority of the ward rules; 
Second, it should organize and execute the majority of the 
routine ward tasks; finally, no staff member should solve a prob- 
lem if it can possibly be delegated to the patient group. 
ward staff can react sharply to the 
increased autonomy that self-government brings to patients. 
Attendants who no longer need to control the patients can feel 
useless and demoralized. This can be avoided by starting to 
give them the new therapeutic role of assistant in problem 
Solution before they lose their traditional role of keeper. Indeed, 
much discussion and activity can be based upon the role 
Specifications of the aide. The ideal ward system is open in that 
Dew suggestions for role modifications are always welcome and 
are used as grist for the problem-solving mill. 

In summary, authority in a hospital, day center, or clinic 
must be rationally allocated and democratic. Decision making 


In spite of preparation, 
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must be flexible and “organic” in the sense that the people 
involved in the consequences of concrete decisions must have 
the authority to make them. This means that for therapeutic 
reasons, authority for making specific decisions should be 
delegated to patients and ward staff. This delegation breaks 
from the usual tradition of nursing and doctoring and brings 
its own problems, some of which we shall now discuss. 


ABERRATIONS IN THE AUTHORITY STRUCTURE 


In the course of allocating authority to the place where the 
apeutic decisions must be made, problems arise. 
The first kind of problem is quantitative and arises from 


an imbalance of authority at any particular level in the hier- 
archy. This can arise eit 


too few "Chiefs 


ther 
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If a hospital has too few upper-echelon people, many 
policy decisions are made informally on the ward and their 
consequences are never known. This is because sheer numbers 
keep the medical staff from being aware of what is happening 
from day-to-day—and it is this latter kind of knowledge upon 
which therapeutic milieu must always be built. 

Some hospitals are weak at the top, not for lack of people 
but because of misplaced ideals of “permissiveness.” Firm and 
unambiguous leadership seems essential in dealing with the 
mentally ill; the goal is to get the patients to solve their own 
problems, not to involve them in deciding the policy of the 
hospital. Charlotte Schwartz? has given a graphic account of 
the chaos resulting from a policy of permissiveness in the 
administration of a psychiatric ward in an exceptionally well- 
endowed hospital. It seems clear that both failure to exercise 
authority and failure to delegate it are anathema to the 
therapeutic milieu. 

An important aspect of disordered 
munication—faulty in that it is either too much or too little. 
Too much communication, as we have indicated, is time wast- 
ing and can lead to doubts and misgivings, but too little is a 
far more serious and a more common disorder. Traditionally, 
the person nearest to a patient has the information most 
valuable for his treatment. Often in the face of changes that 
they do not understand, nurses and attendants will withhold 
this information and in this sense exercise an illegitimate 
Power. Thomas Scheff !? has shown that aides “train” new doc- 
tors to do things their way by withholding information from 
the doctors, and in Weyburn Hospital we found that informa- 
tion was a scarce and carefully guarded commodity. 


al. These people were described again 
nyone who has seen them. Our own 
d attendants are stable, hard-working 
hospital. In this connection, 


authority is faulty com- 


Who went from hospital to hospit 
and again, but it is hard to find a 
Experience is that most ward aides an 
Members of the community surrounding the 
See Simpson's 8 descriptive studies of aides. 
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This process of controlling the wards through the with- 
holding of information is not always easy to see, because it be- 
comes embedded in the ongoing life of the hospital and 
ideologies tend to accumulate around it. For example, here is 


an excerpt from a dictated diary note made after one of our 
first staff meetings in Kansas City: 


Dr. A. suggested that it might 


perhaps be a good idea if one of 
the doctors ate with the patients, 


and I supported this by citing the 
tendent heading the table in the 
Was practiced in the last century. 
is was quite sharp, and they seemed to feel 

i priate and undesirable. This went 
by Mrs. B. that doctors were not 
ards too much of the time. She seemed to be 


» Other as 


that they m 
inforced, 
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tion system of their own, and a reservoir of power to control 
the ward, partly by withholding information. This situation 
had arisen largely because the nurses had not been delegated 
the legitimate authority that they needed in order to operate 
their wards efficiently. Allocation of such authority did much 
to open the ward to the doctor and thus, paradoxically, to make 
the nurses more amenable to him. Allocation of more legitimate 
authority to the nurses had gone a long way toward solving this 


problem. 
The structure of authority can fall into difficulties through 


qualitative distortions. This happens when authority is vested 
in the wrong role or is unevenly allocated. Jules Henry ™ has 
described a situation in which nurses tried to operate wards 
When they had two separate and contradictory lines of authority 
bearing down on them. This can also happen in hospitals when 
the nurse is reponsible both to the training office and to the 
Nursing office. It happens more dramatically in the more com- 
Plex situation when she must satisfy both a nursing office—which 
in turn is responsible to a medical director who is allied t the 
business manager—and a doctor who is responsible to a clinical 
director. Conflicting lines of authority make it impossible for a 
therapeutic community to exist because one authority must be 
appeased at the expense of the other and every second Serio 
ends in frustration. For the therapeutic milieu to function, 
there must be a straight line of authority from the ward to the 
clinical director—it is for him to mediate with other branches 
Of the structure, through the medical director if necessary. 

This type of divided authority can produce not only 
Paralysis but disturbance. Stanton and Schwartz have described 
(in The Mental Hospital) the principle of “triangulation” in 
Which two staff members who were at loggerheads over the 
handling of a patient expressed their frustrations in such a way 
85 to create profound distress in the patient. This infliction of 
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problems upon a patient may be a flaw either in the authority 
structure or in the communication system. 

Similar authority problems can occur in clinics where the 
upper echelons are in the majority and can create, formally and 
informally, the culture necessary for their therapeutic goals. 
However, small groups of highly trained people working to- 
gether are prey to a different disorder—factionalism. In some 


cases “schools” develop and the result is two 


parallel institu- 
tion: 


s—one perhaps using drugs to treat depressions and the 
other eschewing them as an "assault on the patient." This results 
in a few unfortunate underlings serving two masters. Although 
factionalism is a different type of structural split, it is essentially 
the same thing that both Jules Henry and Stanton described— 
that is, the depredations of a divided authority no matter 
whether the rift is formal or informal. 

Another qualitative distortion of authority occurs when 
various disciplines are not adequately represented at dif- 
nt levels of the hierarchy. Most commonly the aide—who 


the 


mplaints of the nurses and patients. 
had no Tepresentation in the staff 
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whom one is officially responsible—especially if the latter is 
incompletely qualified for his role or if it is unclear that he is 
really in authority. It is easier, too, for the chief to entertain a 
complaint and “hear both sides” separately than to send the 
complainer back through channels. Skipping will occur, of 
course. Even in the military a soldier has the right to take his 
complaint to a higher officer upon notification of those in 
the chain of command. In less formal organizations, how- 
ever, this etiquette frequently breaks down. Nevertheless, the 
authority holder should always be alert for skipping and should 
ay fo divert communication back through the correct channels. 
It skipping becomes a pattern, the authority structure needs 
inspection and possibly alteration. Persistent skipping almost 
always demoralizes the person skipped—first, because it cuts 


hi M nail à 
im out of the communication stream and, second, because 1t 
o those under him who, by other 


Bives presumptive equality t 
g, are not his equal. 


Criteria such as salary and trainin 

These distorted communication patterns, such as too much 
communication and administration by “permissiveness,” are 
the pathologies of small hospitals and clinics. Where staff num- 
bers are low and where the climate is suffused with therapeutic 
ideas, there is a temptation to forget task orientation and to 
administer in a quasi-therapeutic style or perhaps in a way 
reminiscent of a family or a group of peers. This leads to an 
undercutting of authority, to à failure to confront disagree- 
ments, and to a demoralization of those staff members whose 
duty it is to keep records, see that things get done on time, and 
Senerally attend to the businesslike side of things. In such sys- 
tems it is not uncommon for a head nurse or the administrator's 
Secretary to be known as “punitive,” "aggressive," OT “sick.” 
When she finally retires Or leaves, there is a general sigh of 
relief, followed by dismay when her successor "changes" over- 
night and assumes the unloved role of instrumental leader. 


To attempt to administer à working situation in a quasi- 
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therapeutic way almost always ends in someone’s avoiding the 
responsibility of telling people to do unpleasant things. Some- 
times the unpleasant tasks are foisted onto people who are then 
scapegoated for their activities. Authority should probably 
always be exercised in appropriate roles and openly—never 
disguised as comradeship, particularly at the top of the system; 
ambiguities at the top can resonate throughout the entire 
structure. 

Structural deficits lead to malfunction of the system, but 
the malfunction can also occur because of abrogation of au- 
thority. When a doctor says, “I hate to run a ward because of 
all the red tape,” he is saying, “I do not like to take authority 
over things I consider nonmedical.” Unfortunately, when au- 
thority is abrogated, it is always usurped. In many hospitals the 
nurses have much longer tenure than the doctors and they 
slowly accumulate authority that doctors give up. When an 
attempt is made to restore this authority to the doctors, the 


the ground of tradition. 
re as long as I have you'll 
it." Sometimes abrogated 
tic doctors. In Weyburn 
a "total push" 


à ward in spite of th 
tion.? When t 


e apathy of the administra- 
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business manager and his staff had control of valuable and 
scarce goods and services which they used as a kind of patron- 
age. Second, doctors had abrogated much of their authority. 
Third, the business manager was able to invoke, in support of 
his withholding tactics, the book-balancing and profit-making 
norms appropriate to quite different bureaucracies such as 
factories and banks.* In many years, in spite of the privations 
caused by a budget of about three dollars per patient per day, 
the business office was able to declare a surplus. (It is a rare 
hospital indeed that uses as an index of its efficiency the cost 
per patient returned to the community.) The business manager 
shared his power f with the senior nurses, and it was clear that 
literally nothing could be done if he and they did not approve 
it. Impulses toward improvement started by doctors or imagina- 
tive and compassionate summer-relief attendants wore them- 
selves out against the stone wall of the business office. The hos- 
pital was a graveyard of unused talents. Weyburn Hospital was 
at that time unexceptional in the authority exercised by the 
business office. Ivan Belknap '? described situations from a hos- 
pital in the United States that matched it in many details, and 
British doctors have told us of almost identical situations. 

In attacking this most common authority problem of large 
hospitals, it is probably wisest to subdivide the business man- 
ager role so that it is composed of several functionally specific 
parts. Thus, instead of having one person oversee all the busi- 
Ness aspects of the hospital, different people may be assigned 
to procure commodities, to dispense services, and to maintain 
accounts. The business manager has essentially an adjutanta 
Tole. Since he himself cannot make therapeutic decisions, and 


— 


* Hospitals share this problem 


“collectivity ori ” ofit organizations. 
oriented" and nonpr 
pag ys of Felling at first glance how much power a 


t The i 
re are many way ital. One of the easiest is to look at the 


usiness manager has in a hosp As À A a 
Parking lot. The beat space is usually marked “Medical Director,” and 


the next best, “Business Manager.” 


with schools, universities, and other 


THE STRUCTURE OF THE MILIEU 
132 


since in a hospital all decisions should be made with E 
therapeutic impact in mind, He business manager po 
primarily function as a source of information. When ge icy 
decisions are being made, it is the responsibility of the business 
manager to know the state of the budget, to know the cost of 
the various goods and services the hospital must buy, and to 
present these facts to the policy makers. A good business man- 
ager is adept at circumventing situations wherein only one of 
two important alternatives can be chosen. His efficiency, like 
everyone’s, should be judged in terms of the patient’s welfare, 
never in terms of whether or not he has a budgetary surplus.* 

Authority can be usurped by informal groupings whose 
goals are the opposite of the formal goals of the system, but in 
the end authority must be validated by the people who carry 
out orders. As we have said, if an officer tells his troops to 
march and they do not, there is little his authority alone can 
do to make them unless he invokes power through the threat 
of disciplinary measures. Their willingness to march gives his 
office its authority. The problem of getting the ward staffs to 
want to do what the policy makers tell them they must do is 
basically a question of developing a ward culture with the 
same goals and values as the policy makers’ own. This will be 


discussed in detail in Chapter 8, but it is well to realize that 
all the planning in the world will not 


make authority effective 
if that authority’s validation is lacking 


EGO RESTITUTION AND AUTHORITY 
What does the allocation of 


authority contribute to the 
ego-building process? First, 


it supplies a continuously un- 


is, however, onl 
Causes it. Even a weak 


s an manage if he is supported by 
an authority structure 


planned for therapeutic goals. 
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ambiguous and reliable social structure that does not create 
adventitious anxiety. A clear authority structure allows a patient 
o address himself to the functional anxiety of problem solu- 
tion and, thus, to act in numerous roles, to build ego sets, and to 
exercise ego ability. Second, authority structure provides a 
patient with problems to solve. There are two basic reasons for 
avoiding false egalitarianism, spurious democratic process, and, 
above all, quasi-paternalism. First, patients have difficulty 
enough in retaining perceptual clarity without this fortuitous 
ambiguity being added, and, second, patients must have a 
chance to solve genuine problems of authority. This means 
that the consequences of patients’ decisions not only affect their 
hospital lives but have meaning for their post-hospital careers. 
The seemingly small matter of orderliness on the ward can be, 
In this sense, a major therapeutic issue with important im- 
plications for the patient's autonomy, competency, and ability 
to cooperate. All these ego abilities are building blocks for 
Successful life outside the hospital. For men, the question of 
deciding that they have the obligation to handle the matter of 
tidiness themselves is vital; for women, the effect of orderliness 
upon others may become more clear. Similarly, a discussion and 
resolution of appropriate modesty can be used to develop 
toleration of differences—perhaps throug 
time to recognize other people's strongly held values. There are 
many other kinds of authority problems that can be solved on 
the wards or in the day center and some of the more important 
are concerned with work; these are so important, in fact, that 
We shall return to them repeatedly in discussing other aspects of 
the milieu. It will suffice to say here that patient government 
has many of the aspects of work. In participating in it the patient 
can learn new ego organizations or reinstate old ones; he can 
acquire identity feeling in an unambiguous situation that has 
bearing on his future life. He may be able to improve his concept 
of himself through consistently meeting the expectations of 


h learning for the first 
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those around him. He is helped in this by the support of other 
patients and by becoming deeply enough involved with his 
environment to learn it well and thus to use it for problem 
solution. 

One of the more important reasons for an unambiguous 
authority structure is that it gives the patient a chance to act 
in clearly differentiated roles with clearly allocated tasks. Such 
role differentiation, in turn, should allow him to differentiate 
his ego organizations in such a way as to give him a greater 
clarity of perception and a greater decisiveness in action. For 
patients suffering from the disorders of ego development— 
especially spreading—these effects of an unambiguous authority 


structure should, if our theory approaches reality, be doubly 
important. 

Interaction creates sentiments among people, and these are 
usually solidary sentiments. Therefore, a set of normative ex- 
pectations will usually develop quite rapidly on a ward, and the 
average patient will, through the pressure of his peers, learn 


to honor them and in some part recover his social skills. How- 
ever, there are almost always patients who cannot or will not 


join the patients’ society. With forbearance and effort, these 
strains can be used to advanta 


Problems of authority, 


uü then, like problems of the physical 
milieu, are Special cases of s 


olving the puzzle of living in society. 
In the next Chapter we shall consider role relationships in the 
therapeutic milieu and their relationship to problem solving 
and cgo restitution, 
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they think are medical, and nurses are jealous ot the oe 
of the nursing role, then the aides also will believe that t pe 
status depends upon holding onto role content, and the resu 
will be the traditional hospital in which the upper members 
of the hierarchy are so busy that they “cannot possibly serve all 
the patients” and in which the patients are perfectly idle. 
The retention of decision-making authority at a high level 
in the structure is usually justified on the grounds that aides are 
not equipped to make therapeutic decisions. Yet it is obvious 
that aides, by the nature of their work, constantly have to make 
decisions affecting patients’ lives. The traditional system allows 
an aide to make decisions; it merely makes it almost impossible 
for these decisions to be therapeutic. This is because ego therapy 
requires action, and if an aide has to appear not to be making 
decisions, action must be kept to a minimum. The therapeutic 
milieu, however, requires that the roles at the lowest level m 
the hospital hierarchy be overtly defined as therapeutic, deci- 


sion-making roles. It is hard for doctors and nurses to take this 
seriously. In Kansas City, 


give up their ironclad rul 
morning, 
should lea 


for example, the nurses were loath to 
€ that the patients take a shower every 
even though they truly believed that the patients 
Tn to organize and run their own lives. 
The therapeutic milieu defin 
tor, cooperator, and mana 
else as assistants in this 


es the patient as actor, initia- 
ger of his own affairs and everyone 


in our view, demands th 
recipient. It may, of course, take more staff time to encourage 
a patient to act in 


his behalf. Howey 
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does it in the name of saving time, she is probably acting to 
Spare herself tension. The familiar phrase “It takes less time 
to do it myself" often means “I cannot stand the frustration of 
seeing it done inefficiently.” Whether there is a loss or a gain 
of staff time is secondary to having patients look after them- 
selves. 

We shall briefly describe some of the chief characteristics 
of the key roles in a hospital or day center, discuss the relation- 
ships among them, and suggest some of the conflicts that can 
arise. The roles of the members of out-patient clinic teams will 
be discussed later. This is because the clinic, treating patients 
9n an out-patient basis, is a much more integral part of the 
community than the hospital and is open to different pressures 
and different temptations. 


THE MEDICAL DIRECTOR AND HIS BOARD 

It has been a theme of this book that every agency provided 
by Society for the support and control of its deviant members 
has two goals. This duality endows the Director of such an 
agency with a Janus role, in which he must face both toward 
Society and toward the patient. Furthermore, he is structurally 
at the boundary, meeting and planning with board members 
às well as with his own staff. He must represent the hospital 
to society and society to the patients and those members of the 
Staff who are “on the patient's side.” 

The Medical Director must be qualified to provide an 
intelligent stewardship for the money that his hospital costs. 
He must be medically trained so that the principle. of safe- 
Suarding the interests of the patient will be deeply instilled. 
In the confict between society and patient, the cards are 
Stacked on society's side so that the Director must lean well 
Over toward the patient in order to remain upright. Finally, the 
Director must understand administration sufficiently well to 
Tun an institution by delegating his authority to those who are 
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“for the patient.” He should be aware that every decision he 
makes has an influence on the whole milieu, and therefore he 
should be able to analyze the nature and direction of the change 
that will result from any given action. 

This is a difficult role, and to perform it adequately the 
Medical Director must be able to act within an appropriate 
administrative structure. Once policy is established, the Director 
should be entitled to a security in carrying it out. It should be 
understood that he will sometimes oppose his Board in order to 
safeguard the interests of his patients, and occasionally he will 
have to oppose staff members who forget that the purpose of 


the hospital is to expel its members and not to fo 


rm a permanent 
subculture. 


The Medical Director cannot fulfill his function ade- 
quately if he is liable to removal from his position at the whim 
of an elected representative. Direct political control of mental 
hospitals has been a curse to patient care in America and is 
surely one of the major contributing factors to our low hos- 
pital standards, However, in Britain, although the Medical 
Director has been Separated from political influence entirely, 
his Business Manager reports directly to the Board of Control 


at the same time that he is subject to the Medical Director’s 
decision on internal ma 


position, the well-trained Medical 


Director should be entitled to a state 
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the Board places great value upon the prize herd of swine, the 
Director will be warned that his therapeutic endeavors will have 
to take second place to the fluctuating needs of the pigs. 

Once established, policy is an important support to the 
Director. First, it helps him to be objective, because policy is 
a corrective against expediency, influence, personal preferences, 
and narrow viewpoints. Second, the Director’s ability to relate 
unpopular decisions to policy is an important defense against 
his critics. 

The Medical Director must have authority commensurate 
with his responsibility, and the Board must delegate it to him 
unequivocally. Furthermore, once having delegated it, the 
Board must always use the Director as an intermediary when 
they act in regard to hospital affairs. They must never hear 
complaints either from inside or outside the hospital without 
the Director's knowledge, and at no time should they reverse 
the Director's decisions. The Director must always be allowed 
either to reverse his own decision or to resign if he cannot 
persuade the Board to his view. 

Trust and consideration on the part of the Board imposes 
certain duties on the Director. First, he must inform the Board 
regularly about the affairs of the hospital and apprise them of 
his plans. He must report immediately any incident that seems 
likely to arouse public protest, and he must communicate both 
his successes and failures. If he does not, he encourages the 
Board to develop informal patterns of obtaining information, 
and thus he breaks down his working relationship with society's 
agent. 

The Medical Director will do well 
to whom he is responsible and the pu : 
regular visits in both informal groups and in duly constituted 
Committees, so that they have an investment in the progress of 
the hospital. He will be wise, also, to encourage the press to 
keep the public acquainted with new developments and re- 


to encourage the people 
blic in general to make 
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minded of the over-all goal of his ae E that temporary 

understood and treated calmly. - 
E. dne Director must never separate the ow dea^wi 
tive and clinical supervision of the hospital; the administrative 
decision must always be in the service of the clinical, and both 
must be a facet of policy. Thus, the Medical Director is the 
agent through whom social policy reaches the hospital. If c 
public's humane intentions become lost, the Director is ulti- 
mately to blame. 

The biggest pitfall for the Medical Director of a large 
hospital is that of undertaking to be the keeper of the public 
purse. In many hospitals, as Belknap has pointed out in Human 
Problems of a State Mental Hospital, the Director has his main 
contacts with his Business Manager and the Chief Attendant. 


As a rule, the latter two share society’s fear and devaluation 
of the mentally ill and also its book-balancing orientation. 
In such h 


. = t 
ospitals the doctors are usually set apart and withou 


—to be tolerated by a Director who knows that the 


more energetic they are the sooner they will leave in frustra- 
tion. The Medical Director 


doctors in first place; his p 
be with the medical staff t 


influence 


» and the success of the 
his commitment to its goals. 


DOCTORS 
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sultant. He gets his authority by courtesy of the hospital-and 
that means, for most practical purposes, from the nursing 
hierarchy. This authority is legitimated through the doctor's 
Special training. He is not “in the line" and cannot really give 
Orders except through the nursing staff. In the psychiatric 
hospital, however, where the doctor is a member of the line of 
authority, he must take responsibility for the patients' total 
Welfare, and that involves administrative duties far beyond 
direct medical care. Some of these duties can be branded as 
custodial or controlling. Under these circumstances, doctors 
often abrogate their routine responsibilities to people of lower 
rank and then stigmatize these staff members as custodial or 
punitive. The doctors, in such situations, do not realize that 
they themselves have created the situation in which the tasks 
they did not want were done in ways they did not like. This 
tacit criticism of the shifting of routine responsibilities sounds 
ag if it were contradictory to our governing principle of allow- 
Ing everything to be done as far down the hierarchy as possible, 
but it is not. The doctor need not actually do the tasks he re- 
jects, but he must take responsibility for their being done, and 
being done in a way that maximizes their therapeutic potential. 
For example, in Weyburn Hospital, at the beginning of our 
Stay, we discovered that there was not enough soap to maintain 
sanitary conditions. When we tried to get more we found that 
We had no effective administrative control of the ward and that 
We were dealing with people whose standards and values about 
the running of the wards were quite different from our own. 
We had to make the choice of assuming administrative re- 
Sponsibility for the stock of soap on the ward or of accepting 
the standards of “enough soap" that already existed in the hos- 
Pital. The frustration we met at this point was that our pro- 
fessional qualifications no longer legitimated our authority. 
We found that only decisions unequivocally concerned with 
life or death were really authoritative. When we tried to 
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legitimate our right to demand more soap by virtue of our 
medical qualifications, we found ourselves up against a morass 
of reasons—against which we could not argue because we did 
not know enough—of why there was a scarcity of soap. Briefly, 
we had to get into the line of authority and run our wards or 
be powerless ornaments necessary only for prescribing drugs 
and writing death certificates but encouraged, for appearances 
sake, to give psychotherapy to a few selected patients. 

Not only must the doctor undertake a new kind of adminis- 
trative role but, as leader of a therapeutic team, he must enter 
a new relationship with the nurses. If he comprehends that it 
is the daily activity of the patients among themselves, the aides, 
and the nurses that restores them to health, the doctor will 
understand how important it is to be able to communicate his 
intentions to the nurses. For this, he must have more access 


to their ideas and thinking than he is accustomed to. Further- 
more, in most mental hos 


of patients assigned to hi 


turn must work through 
doctor must believe that 
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and plumbing serviced. She must serve meals and take patients 
back and forth to eat them. This is the custodial side of hospital 
life that the doctor repudiates, but if he is going to enter the 
world of the nurse, he must find it in his heart to be interested 
1n it. 

The prototype of the therapeutic team at work is the ward 
Meeting in which the problems of the day are discussed and 
analyzed and decisions about actions are made. The doctor's 
Wider perspective, his greater control of theory, and his access 
to resources make him indispensable to nurses—once they are 
convinced that he defines their day-to-day activities as the 
Sime qua non of the therapeutic process. 


THE PSYCHIATRIC NURSE 
The nurse is in contact with the patients more than the 
doctor is, and she is, in one sense, the keystone of the thera- 
Peutic structure. Nurses know this. In Kansas City, a midwinter 
bI izzard once kept every doctor snowbound, but the nurses and 
aides all appeared, and most of them on time. The task of de- 
veloping the therapeutic milieu is largely to exploit this central 
Tole of the nurse to the utmost. 
In general medicine the nurse appears to have three kinds 
9 activities, First, there are medical treatments that the doctor 
delegates to her. When she starts an intravenous feeding, for 
example, she can be thought of as the doctor's agent, doing for 
m an essential medical task. Second, there are those things 
that a nurse does and a doctor never does but that he specifically 
he may tell the nurse that his patient 
as a circulatory disorder and needs special nursing RR to 
Prevent bedsores, Finally, there is a body of nursing skills that 
e doctor never even comments on. He never says: “Be careful 
When use you may hurt him—he has 
Just h he nurse’s lore—the content of 
he doctor’s role—and he 


Tescri á 
Prescribes; for instance, 


you move my patient beca 
ad an operation.” This is t 
er : 

Tole that is complementary to t 
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would never dream of invading it. It is taught to nurses by 
other nurses and is the ground upon which they stand. 

In psychiatry, however, the situation is by no means so 
clear. A resident who had successfully rehabilitated a ward of 
eighty severely regressed chronic schizophrenics once told us: 
“I know nothing about treating schizophrenia but I know a 
lot about nursing it.” * He had successfully learned from nurses 
and aides what could be done in the course of intimate daily 
contact with schizophrenics to restore them to more nearly 
normal patterns of behavior. This attitude is reminiscent of 
the moral treatment of the nineteenth century—probably the 
most important antecedent of milieu therapy. 

Nursing is first of all an action-oriented profession and 
for this reason is particularly useful 


If nurses can learn to use their skills in cooperation with 
patients rather than on them, 


they are in a good position to 
help the patients toward ego restitution. 


Psychiatric practice, with its emphasis upon the verbal 
interchange and the production of insight, has directed out 
attention away from action as a central form of treatment. 
Furthermore, the belief that mental illness is an essentially 
intrapsychic Condition, probably arising in early life traumata, 
leads to the inference that it can only be treated in a circum- 
Stance similar to that in which it occurred—namely, the trans 
ference situation, When Psychiatric nurses and aides have bee? 
able to make the incontinent patient continent and the mute 
Patient speak, this has been looked upon as “readying the 
patient for treatment," with the implication that this is merely 
à transitory improvement masking the “real” pathology pe 
neath. This concern with psychoanalytic treatment has dis- 
tracted attention from the development of a body of specific 


nursing skills that can effect progressive improvements in the 
S 


to ego-damaged patients. 


* See in this regard the work of Orlando.2 
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day-to-day behavior of large numbers of mentally ill patients. 
Although psychoanalysts themselves are often indifferent 
to the personality of the nurse, some of the derived therapies 
emphasize the importance of selecting nurses by strict criteria. 
It is our observation that nurses and aides vary greatly in both 
personality and motivation and that there will never be a time 
when they are so plentiful that they can be selected by per- 
Sonality tests—supposing that such tests were trustworthy. 
Therefore, the role must be structured so that good patient 
cake can be given by the average people who are available to 
give it. Nevertheless, certain characteristics are desirable; we 
Shall digress briefly here to describe what we think to be the 
basic characteristics of the good psychiatric nurse, or aide, and 
the minimum skills which she should bring to her role. 
Anyone who nurses an ego-damaged patient should be 
àble to communicate her own thoughts to her patient in simple 
and unambiguous terms and be able to pick up the nuances of 
meaning in ordinary interaction. Beyond this, it is desirable 
that the nurse should live in a relatively complex situation her- 
Self, For example, membership in a family or a stable friend- 
Ship gr oup suggests that the nurse will be relatively normative 
and thus capable of forming a solidary group with her fellow 


n p : " 
Urses. Furthermore, membership in some community organt 
d of energy and 


assume the role of 


Socia]; : m 
Ocialize the young or restore the deviant to normal functioning. 


„ Tt is often said that the psychiatric nurse should have 
empathy,” It is assumed here that most people have sufficient 
ur athy to deal with patients when they are trained how to do 
re Tt is probably more important that they have energy enough 
» ep interacting with the patients even when they get a very 
OW response from them. Indeed, overempathic persons may 
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be much disadvantaged in dealing with the mentally ill. The 
housemother of a successful halfway house that we visited was 
characterized by a kind of even vigor and cheerfulness that 
persisted in spite of a level of feedback so low that it might 
have tried a more “empathic” person. 

Nurses ideally need, besides membership in a normatively 
governed society of their own, humanity, energy, and spon- 
taneity. None of these qualities can be taught, but they can 
be rewarded and encouraged. We once saw a patient throw a 
glass of lemonade at an aide. The aide impulsively picked up 
the pitcher and set out in pursuit of the patient who had turned 
and run away. By the time the aide caught the patient, the 
ridiculous side of the scene had overcome her and she burst 
into laughter. The patient laughed too, and they returned 
together to the dining room. It is doubtful if an ability to 
analyze the patient's aggression and the aide's own feelings 
about it would have accomplished as much. Some knowledge of 
cultural anthropology, however, seems likely to help nurses 
and aides become tolerant of a wide range of behavior. Further- 
more, this knowledge does so without raising the self-doubt 
e anxiety that teaching psychoanalytic principles so often 

oes. 


There is another very important reason why aides and 
nurses should not look at the 


f his ego, he will be retrained in too 
narrow an environment. He 


rector of Netherne Hospital, 
that the patients on the most 
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heterogeneous wards make the greatest improvements. The de- 
velopment of new ego sets and organizations and the clear 
differentiation among them seems to us to be much more likely 
if they are role holders with clearly different points of view 
and different modes of interacting, reflecting back to the patient 
different but consistent aspects of himself. Thus, a doctor may 
reflect back to the patient some parts of the patient’s character 
and personality that have their roots in his early history, a social 
worker may interact with him as a man who is a husband and 
father, but the ward staff may know him primarily as a truck 
driver temporarily out of work and in the hospital. In this way 
the patient can reintegrate himself in all his aspects—the more 
immediate with the more remote—and perhaps reorganize his 
ego in more complex ways. 

To return to the nurse and what she should know, we 
Might say that given the minimum characteristics we have 
described, the nurse might ideally be taught the characteristics 
of the common forms of ego damage. It should not be neces- 
Sary, for example, that every psychiatrist should prescribe for 
every Schizophrenic patient that he wear his own clothes, be 
Called by his proper name, and be continually reminded of his 
Status and identity. Every psychiatric nurse should know that 
the schizophrenic will have difficulty handling his impulses 
acceptably and will need patience and tolerance while he is 
"gaining control. ; 

The nurse should be taught to run a ward meeting. She 
should also be able to develop minor, practical problem-solving 
Situations and organize groups of patients to attack them. She 
Should watch for signs of discouragement and learn that help, 


ti 

tee appears to need the 

a Problem-solving proces 
er information and "structure 
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of their own ground rules as well as the hospital Bp 
This should be done in a friendly and unambiguous way. 
good psychiatric nurse or aide never hints. n 

A nurse should know that problems should be relevan 
the patient’s life pattern, and she should be able to invent Ms 
of solving them that are appropriate to it. This means that = 
nurse respects the patients’ standards and values because Lol 
has been taught enough about subcultures to tolerate a variety 
of habits and beliefs. She should know, for example, the results 
of studies such as Mark Zborowski's ? in which response to pain 
is seen to vary greatly among different ethnic groups. 

The nurse must, of course, be competent in her own rou- 
tine instrumental tasks because this sets the example of com- 
petence for the patients. She must be taught to work closely 
with her own colleagues, for this at once preserves her from 
overinvolvement with patients and provides the patients with 
the chance to be members of a normal working group and thus 
muster ego organizations of great practical utility. . 

In the hospital or day center where nurses are in relative 
predominance, they will work directly with the patients. In 
hospitals where the nurse has a Supervisory role, she must also 
have the ability to organize and evaluate the work of the aide 
and his patient group and to assist the aide when the situation 
becomes too complex for one person to handle. She must, at 
the same time, maintain her orientation to physical medicine 


s à in 
and act as €yes, ears, and occasionally brain for the doctor 1 
the detection and evaluation of 


can take on many tasks 
of physicians, since mu 
by aides. She can, for 
interview visitors, supe 
limits, and initiate ne 
hospital. If this sounds 
Most nurses, especially 


illness. The supervising nurse 
that are routinely thought of as the work 
ch of her own routine will be taken over 
instance, answer letters from relatives 
rvise drug programs within prescribed 
Ww physicians into the workings of the 
utopian, it should be remembered that 
in large hospitals, have much more 
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abil; 
bisce a din 3 ee been encouraged to use. For example, in 
iar gee ae s a doctor will go to a ward and ask a nurse 
eeto ie ii say in a letter to a patient's relative and then 
ierde Sear oh fice and dictate the letter, thus doubling the time 
e task. 
"oso ions such concrete tasks can contribute to a 
lis sal! there Be others create strains in the nurse’s role. 
isar ft s m keeping. Although certain records are 
Bite sente egal and clinical reasons, such things as writing 
Nestoris m ka notes that nobody reads and keeping linen in- 
drai on nv mum duplicated in the laundry are a tremendous 
levels of pia time. A continuing committee including all 
Riev af ii ical and nursing staff should maintain an ongoing 
ine koa ne records being kept and their purpose. Decreased 
ping frees the nurse to be with the patients. 
bum a nurse has a repertoire of many kinds oi skills for 
tive dae mentally ill, she will not be custodial” or "pon 
rd the patients. In Ville Evrard Hospital in Paris we 


once š : 
Watched a recreational therapist take a group of very 
rtation and gentle 


placing himself in 
asketball in turn to 


cau 
“aught and returned the ball, the t 
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hold between them about six inches from the floor. Next he 
took the hand of the patient next to him, encouraged that 
patient to take the hand of his neighbor, and led the group in 
a slow trot around the small gymnasium and finally over the 
rope with a little jump. Then he split the single line of patients 
into two, and first one line and then the other jumped the 
rope. Next, people from each line came alternately to the rope 
and returned to their own line. These simple rhythms force 
the patient into a greater awareness of himself and of those 
around him. For the nurse, the activity is the exercise of a 
professional skill and the reward is its success. 

A persistent problem for the nurse is the maintenance of 
the functional specificity of her role. Because the therapeutic 
process involves working with patients in everyday situations, 
it tends to be reminiscent of the activities that families and 


friends perform together, However, for her own as well as the 


patients’ protection, the nurse must ke 


ep her specific role 
clear. 


There is a case to be made for giving “care to the whole 
man,” but there are theoretical grounds for doubting whether 
this concept is adequate for modern psychiatric nursing prac 
tice. In order to discuss this important point adequately, We 
shall return for a moment to a discussion of the doctor's role. 
Talcott Parsons, in his discussion of medical practice, has sug- 
gested that one of the most important sources of strain betwee? 
the doctor and the patient is the dependent relationship that 
tends to grow up. The patient would like the doctor to abandon 


his specific healing role and take on a more diffuse role of com- 
forter and personal friend. If th 
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doctor, and this is the reason for the refusal of many medical 
men to treat their families and for their reluctance to treat 
their friends. 
Paso: the specialists, psychiatrists probably grant the most 
ppearing relationship to their patients, and they have 
— the most to promote the concept of treating the 
E qid n. owever, if one observes their conditions of prac- 
ini ecomes evident that they take many precatione against 
thing M truly diffuse relationship and against treating any- 
will not a is specific aspect of the man. Psychiatrists usually 
freated perform a physical examination if a patient is to be 
E psychotherapeutically. They have rigid rules against 
acting out" in the therapeutic hour—that is, they refuse to 
Aeka patient the leeway of a diffuse relationship. Social 
diffuse Fai of therapy is sternly discouraged, and, finally, 
$5 Bios emands made by the patient are constantly analyzed 
doctor their transference properties ate recognized and the 
-patient relationship remains specific. 
"P all these precautions nd psychiatrist feels able to 
thera ct with the patient in specific ways 1n order to reach a 
EDS goal. The nurse, however, does not have any such 
lati Hn safeguards against falling into a diffuse personal re- 
Onship with the patients. 
hae s does not mean that the nurs 
train with the patients. After all, when peopl 
restric r on an airplane and fall into conversation, they are very 
fatis ted and uneasy with one another until they ac 
established. They say “Where are you from? and "What's 
s line of business?" before they have a Way of evaluating 
be they will understand one anot 
able is a female patient who has children 
thiar i communicate freely with a nurse if the 
sayin € nurse is married and has children. It 
g that the nurse should have sensitivity an 


e must be cold or in- 
e meet on a 


her's points of view. 
will feel more 
patient knows 
goes without 
d understand- 
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ing about the patients’ needs for support and — 

"There are two ways in which the nurse keeps the frien y 
forthright, supportive relationship from becoming — 
ment. In the first place, she maintains a focus on accion an 
problem solution, and discussion of interpersonal bomi 
is in the context of goal-directed activity. When a disturbe 
patient expresses either affection or hostility toward de HM 
the nurse deals with it primarily in terms of how it will influ- 
ence the task at hand and not with how it affects their rela- 
tionship. 

The second safeguard is the use of group activities. if the 
patients spend most of their time in small groups, they will at 
once come under the norms of behavior of those groups and 
will also disperse their feelings among a wider group of people. 
This means that, on the one hand, the tendency to act out will 


á a ae he 
be under social rather than individual control, and, on t 
other, intense transferences will 


not have the opportunity to 
develop. 


We realize that there ar 
this point of view. For exam 
the effect of the bureaucratic 
says: "I regard the normal f 
ture as inevitably leading to 
ours]." He goes on to say: 


e important disagreements with 
ple, Merton Kahne,’ in analyzing 
structure of hospitals on patients, 
unctioning of bureaucratic struc 
impersonal relationships. [italics 


So easy, detailed rules, regulations 
lously organized to ke 


perately needed experience for patients, 


We take issue with this for two reas 


ons. First, as we have said, 
it is only after years of training and 


with many safeguards that 
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pe joe undertakes to deal directly with the erotic 
d adt «s [uen iie of patients, and to ask that 
diis p o so for the many hours of their working day 
Sa s A at deal less money seems somewhat unreasonable. 

, need to deal directly with these preoccupations 


arise: : 
s because they are believed to be the core of the illness. In 


Our vi : : ae 

Bess view the preoccupations will be mitigated when the ego 
ic à 

ture is enhanced through successful performance, both 

we feel, 


Peri iae and interpersonal. The important thing, 
ale ceni interpersonal performance can be of many 
Teuive i and cool, friendly and warm, 

; the goal is for the patient to learn to interact ap- 


or close and ex- 


Propriately to the occasion. 
War NT of no studies that undertake to disti 
who É— people who can profit by psychotherapy and those 
the mn we might conjecture that certain patients require 
edie aris interpersonal engagement of psychotherapy, but, 
sut perience, they might be offered it outside the hospital 
ng after they are able to cope with social living. 

tic E quic the psychiatric nurse acting in the therapeu- 
Tatlier dm must be a facilitator and a helper to the patients 
ipeo an a therapist—and she must get satisfaction from see- 
how zn achieve greater ego ability. An example will illustrate 
patient tle this skill must be: A narse had taken a panty = 
Not co s Eo a walk. Upon returning, one patient said: "I'm 
which ming in.” The patient group pointed out that the rules, 
meal oid had all made, included being on time ior the evening 
ma de he patient was adamant. The hutse said: We have all 

" the rules together, and I am going to stick to them—I'm 
pasi D The group went in, and the recalcitrant patient 
ienet in behind them. The nurse 

o the common order and her b 


had acted out her attach- 
" clief in the patient's ability 
h oe himself in conformity W 
* Ped to make. 


nguish be- 


ith the rules that he had 
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THE IMMEDIATE THERAPEUTIC ROLE— 
AIDE, ATTENDANT, NURSE 


The therapeutic agent is the person in contact with the 
patient. Who this is will depend upon staff ratios. Nurses must 
be able to plan and administer, but they must also have all 
the skills of aides and attendants and be able to take their 
places. 

Everything we have said of the nurse holds true for the 
aide except that he need not have so 
other people’s activities, Ideally, 
basic attributes as nurses, 
people interact in groups, 
and how “ward cultures” 
learn to recognize and ex 
Support in a group-thera 
about work groups to r 
their own groups and e 
why they have to carry 

The aide in the 


much ability to administer 
aides should have the same 
and then they should be taught how 
how norms of behavior are built up, 
are formed. Probably aides should 
perience group pressures and group 
py class. They should know enough 
ecognize strains when they occur la 
nough about administration to realize 
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therapeutic agent in his own right but is also a liaison with 
the nursing staff. In general, the content of the day-to-day pro- 
gram can be worked out between the aides and the patients. 
The nurse is a constant source of help and information, but 
it is the aide upon whom the patient must depend in his every- 
day interaction. 

Because of his role of constant companion and helper to 
the patient, the aide needs considerable support for himself. 
This implies more than the support and encouragement he 
Sets from nurses and doctors. In Weyburn Hospital, for ex- 
ample, the attendants were members of both an international 
union and a nursing organization. In this way the attendants 
Were able to keep their professional standards separate from 
their grievances and to demand better conditions without feel- 
ing “unprofessional.” Such institutional supports and affilia- 
tions should be encouraged. Aides and attendants are in vul- 
nerable positions in many ways and unless they are confident 
= backing, they may be overcautious. For example, one older 
aide with whom we worked bitterly resisted allowing the pa- 
tents to have watches with them in the hospital until it was 
discovered that many years before the aide had had to pay for 
à watch that had been destroyed on the ward. When the aide 
Was assured that the hospital would stand by her, she capitulated. 

Not all of these episodes end so happily. Once one of us 
Created a ward disturbance by stopping to speak a few words 
Mos àn old gentleman being cared for by an aide. The aide 
misinterpreted the gesture as evidence of his own dnability to 
handle the situation properly and withdrew leaving the old 
man so confused by the change of situation that he became 
Breatly upset. The aide's fear that his way of caring for the 
Patient was not being confirmed caused the aide to behave 
abruptly and amibiguondy, with disastrous results. 'These small 
Episodes reveal how much trust must exist between tie doctor 
and the nursing staff in the therapeutic milieu. In this particu- 
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lar case the whole staff became anxious because they had not 
understood our gesture in stopping to speak to the patient. 
After the matter had been raised three or four times in ward 
meetings, we promised the staff that we would never interrupt 
nurses or aides in the middle of any caretaking act but would 
bring anything we had doubts about to their attention later. 
This effectively settled the issue and seemed to give them the 
security of knowing that we were basically confident of their 
ability. 

Aides should also feel secure in the knowledge that diffi- 
culties that cannot be resolved can be referred immediately to 
a nurse or doctor for corporate solution. In the traditional 
hospital, attendants often find their own ways of solving prob- 
lems—many times against the interest of the patients. This need 
not happen if there is an easily available nurse or doctor to 
assist the aide when the situation baffles him and if he meets 
regularly with nurses and patients to discuss problems. In 
Weyburn Hospital when the attendants on a ward for senile 
patients asked the attendants from another ward if one of their 
groups of schizophrenic patients would undertake the task of 
feeding some of the elderly bedridden patients,* 
ranged in collaboration with the head nurses an 


doctor, with the ultimate result that the aides had 
more of their elderly 


patients, 


this was ar- 
d the ward 
time to get 
patients out of bed and the schizophrenic 
, in turn, formed friendships with some of the bed- 
ridden patients. This episode is a good example of how, when 
the aide is free to make working decisions and receives ade- 


quate support in carrying them out, the ultimate result is that 
the patients find themselves in am 


In summary, 
and adequately su 


ore therapeutic milieu. 
the role of the aide, when clearly specified 
pported, adds structure to the patient’s en- 


* These were the same patients who appeared in Chapter 6 being 
fed with a communal spoon. 
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vironment, reduces the environment’s ambiguity and provides 
both support and challenge to the patient as he attacks his 
problems. 


THE PATIENTS 


The sick person must recognize that he is ill, seek the help 
of competent persons, and try to follow their instructions if 
he is to be granted the role of a patient. Mentally ill people 
Sometimes fail to recognize themselves as sick, and their first 
task is to learn to view themselves as in need of help. This as- 
Pect of their role is vitally connected to the issue of freedom. 
Tt is an almost unquestioned norm in psychiatry, as it is in 
Society, that freedom for patients is morally good. However, 
few specific therapeutic reasons have been advanced as to why 
freedom is a good thing. The “open door" was a revelation; 
We do not question its significance; we are just amazed that it 
happens at all. The system of informal admissions * recently 
Introduced in English hospitals has the same quality of being 
accepted almost without question. It is seen as a tour de force 
but there is little recognition of its significance. i 
: The importance of this development is that the patient, 
instead of being committed to treatment or custody, is placed 
in the position of seeking help from the psychiatrist, who in 
turn must provide treatment. In this way the patient takes the 
first step toward defining himself as a patient. Thus, a situation 
Similar to another socializing institution, the university, 
Evolves. However, the “students,” though adults, have ego 
capacities by no means up to usual adult standards; yet they 
Cannot be treated as children. The minimum requirements 


c A! l 

* In England, under the Mental Health Act of 1960, people can now 
Enter mental hospitals without any legal procedure—just as they enter a 
Benera] hospital. 
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made of them are similar to those made of university al 
they must participate in the program. Their erai s T 
ticipating is up to them, but they cannot withdraw from 
i elled. 

= um pend similar to that of the university, dent 
many of the objections that have been made puaa i 
mental hospital. Patients can no longer be “mere pee : J es 
of treatment . . . to be ‘cared for,’ ‘protected,’ ‘treated, Res 
spected,' ‘handled,’ ‘controlled’ " (Stanton and Schwartz, ge 
Mental Hospital). Neither are they caught at the bottom d 
bureaucratic structure, because they are, in a sense, outside t 
structure. 

The patient in the free situation finds he must seek ae 
in learning more effective ways of dealing with everyday p 
Although he is the reason for the existence of the hospital, i 
must try hard to get better and to leave it. The hospital sta : 
must treat the patient as if this were the case: he must ipis 
be relegated to the role of a child through the use of his "€ 
name, through discussion of his problems in front of him, a 
through exposure to humiliating procedures that rob him o 
the insignia of his adulthood. Until recently, for instance, 
almost every hospital routinely removed women’s wedding 
rings when they were admitted on the theory that valuables 
should be safeguarded. In marked contrast are the following 
excerpts from the minutes of a ward meeting in Kansas City: 
Problem: 


H * H 1 as 
Mrs. W. pointed out that a schizophrenic female patient who E 
been in the hospital for about three months was evicted from ^ 
rooming hou 


se and the social worker had brought her domme 
and all personal belongings over to the hospital in boxes 3 
bags. Now, we are being held 


; jal. 
responsible for all this materia 
What shall we do about it? 


Suggestions from the Staff included: 
1. Store the material without enumerating it. 
2. Enumerate i 


t so that we will not be held responsible for it. 
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3. Let the patient pack and enumerate the clothing and material 
herself, with the aide to help her if it seems necessary. 
Comments: 

The doctor suggested that the third solution would be most thera- 
peutic because it would bring the patient back to concrete reality, 
and we would be able to observe her reaction to contact with 
things that were symbolic of her life outside the hospital. It was 
decided to set the patient to this task. 


At the next staff meeting it was reported that the experi- 
ment had been followed by a marked improvement in this 
Very ill patient. The solution of this simple problem of storing 
goods included such disparate elements as reaffirmation of the 
patient's freedom to handle her own belongings, restoration 
of part of her adult role, and integration with symbols of her 
life outside the hospital, as well as successful problem solution 
and, therefore, ego reorganization and perhaps growth. 


AUXILIARY ROLES 

Finally, there are a number of secondary role! 
be filled in the hospital. These are the clerical workers, 
Maintenance people, and the auxiliary therapists. There is 
Only one rule regarding them: they should be in the service 
of the milieu, Our own work has shown that these categories of 
Staff usually hold ideas identical to the general public's. One 
group of bookkeepers and stenographers whom we studied had 
exactly the same stereotyped conceptions of the patients as lay 
People who had never been in a hospital. Such staff members 
should never make decisions that affect the patients’ lives un- 
less they are able to take some part in the therapeutic process. 
In Kansas City, when the male patients decided to serve after- 
Noon coffee to the clerks and stenographers, it turned out that 
this was the initial visit to the wards for many of them. In 
Weyburn Hospital, when the maintenance staff was asked to 
Confer with the attendants concerning the remodeling of wards, 


s that must 
the 
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it seemed to enable them to think in nens of the gie 
ward problems and this increased their cooperation ain 
Auxiliary personnel should be involved as allies, but decisi * 
about all ward matters should be firmly entrenched in the 
therapeutic hierarchy. 

The volunteer worker can be a godsend or a curse, but 
she will be the latter if her role is not carefully structured. 'The 
nurses and aides can easily find themselves spending valuable 
time helping the volunteers to help the patient. Volunteers, of 
course, can do many useful things without interacting with 
patients—among them clerical tasks. If volunteers are to work 
directly with patients, it should be under the direction of a 
staff member who plans their activities, and their appearance 
on the wards should be fed into the problem-creation, problem- 
solution sequence of daily life. In general, it is much better 
that the patients have a party for the volunteers than that the 
volunteers have one for the patients. : 

Occupational therapy in the past has been used as a daily 
routine for the better integrated patients, and it has led to 
draining the "best" patients from the wards—sometimes into 
stereotyped activity. Recently, however, 
therapists have taken initiative in creating a 
In some hospitals, O.T. is taken to the ward 
up ward groupings; in others, 
its program so that groups of p 


some occupational 
therapeutic milieu. 
s so as not to break 
the O.T. department arranges 


atients can work together. n 
some occupational therapists have been turning to industria 


retraining—possibly their biggest future role. 
Finally, 


à word must be said about the relationship of 
psychotherapy and group therapy to the therapeutic milieu. 
Group therapy is invaluable to hospitalized patients; it gives 
them practice in the kind of socio-emotional problem not 
focused on in instrumental situations. Here the patients learn, 


or relearn, to keep interpersonal relationships upon an even 
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keel and, with adequate support from, their peers, to gain 
usable insight into their own performance. 

Individual therapy is another matter. Although there is no 
question, as Stanton? has pointed out, that milieu therapy 
helps the psychotherapist, it should be borne in mind that this 
helpfulness is not necessarily reciprocal outside hospitals where 
staffing is such that the whole patient population is offered 
individual therapy. As we have mentioned, in Kansas City we 
found that the amount of psychotherapy that could be done 
seemed to accomplish little beyond extending the length of 
Stay of a selected group of patients. The decision to limit hos- 
pital treatment to milieu and physical therapies, and to offer 
Psychotherapy upon discharge when it seemed indicated, 
resulted in a reduced length of stay from about thirty-seven to 
about twenty-seven days and a more manageable ward situa- 
tion. It is difficult to keep nurses and aides impressed with the 
prime importance of their tasks if the doctor regards his 
therapeutic hours as the only “real” treatment. In this situation 
Nurses and aides either attempt to emulate the doctor, some- 
times with disastrous results, oT devalue their own contribu- 
tion. In the large hospital, of course, the doctor simply does 
Not have time for individual therapy except when he is in train- 
ing, and even then it creates problems. We have found that 
when residents are being trained in psychotherapy at the same 
time as milieu therapy, they tend to become overly attached to 
One or the other and to proselytize for their preferred treat- 
ment. This conflict was prevented in Kansas City by dividing 
the residents’ training into milieu therapy while they were 
attached to the hospital and psychotherapy when they were in 
Out-patient service. The development of short-term, ego-oriented 
individual therapy such as that suggested by Benson Snyder * 
May in time change this picture entirely. Such therapy, being 
based essentially on ego theory, may be easier to interpret and 
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practice along with milieu therapy. These are, however, open 
questions. . 
Psychologists and social workers have Special skills of their 
own. In some ways they are prepared by their training for the 
role of team leader, and it may be strategic to use them if they 
are available in the role Specified previously for physicians. 
In a personal communication to us 


» Clancey reported asking 
members of each discipline at Weyburn Hospital to describe 
the content of their roles. He f 


ound extensive overlapping 

among the roles. In any given hospital, the aspect of the 

discipline that should be selected for emphasis will depend upon 
the tasks to be done and the staff available to do them. 

We shall leave a discussion of social Workers until we con- 

sider the community. Although social work is protean and can 


be used in any setting, its potentiality as the carrier of milieu 
therapy is greatest in the community. 


ROLE INTERRELATIONS 
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ias i i m to include auxiliary personnel, from the busi- 
s isle o to the head gardener, in order for them to keep 
ehi Seas e policies they are expected to carry out—but they 
e only an advisory voice in making the policies.* 

a "Ee these overlapping systems of group activity there is 
Pis rw i the ways in which those with higher author- 
Vale iim eir subordinates will be reflected in the way in which 
inc is c treat their subordinates. Thus the patients 
an ar ae administrative purposes, at the end of an authority 
di: receive a true picture of the way in which the dif- 
sis Ds es ri articulated together. When the doctor interacts 
il me ical director, ‘be is learning how authority roles 
i C in that hospital, and this lesson the doctor will 
E o the nurse. This system of mirrored relationships is 
à es called the "therapeutic atmosphere." Thus, the 
ie is in a sense learning to relate to people of different 
ity levels when he interacts with anyone in the hospital. 


PROBLEMS TO SOLVE 
of Raina are three basic contributions that the role structure 
Wins ut hae, milieu makes to the patient: first, it provides 
wa ith a lucid environment; second, it mirrors back to him 
dele T aspects of his own nature; and third, through a 
Seien of a vast amount of task content, 1t provides him 
umerous problems to solve. 
The clear structuring of roles in the hospital or the day 
sn en 
f secondary role holders becoming 


because they ha 
ants who refused to 


ha 

dee when doctors assume medical re: 
e n. (See Cumming and Cumming, “The Locus of Power in a Large 
ntal Hospital.”) 
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center makes it easy for the patient to understand the P 
environment. Because he sees his own role as a P d Y 
clear structure, the patient knows what is expected o cim 
the hospital, what tasks he must perform, what suppo 
available to him, and what rewards he may expect. " 
In this environment, the patient must contract to act i . 
the whole patient role; in other words, he is free to act bise 
free to withdraw. When his abilities in the range of €— 
open to him—and demanded of him—become clear to the vie 
they, and the other patients, can help him to concentrate s 
types of roles in which he particularly needs practice. 3 
therapeutic milieu will support the patient in these difficu 


" : * a: ._ oe s to 
areas but it will not permit him to select his activities so a 


å . uire 
avoid them. For example, a young schizophrenic may req 


s Wes one 
a long program of practice and activity before he can go al rd 
4 n ard. 

into a store, describe what he wants, and buy it for the w 


It may take him even longer to learn to refuse to buy things 


: à instru- 
he does not want. Both of these things are important ins 


HIE : m- 
mental activities; they are part of the fabric of day-to-day co 

petence. In one large hospital where long: 
being rehabilitated, a woman who persisten 


was finally discovered to be doing it because she didn’t ee 
how to make purchases, For some patients the task of making 
bed every day and gathering dirty clothes for laundering can 


: E If 
be enormous, but the gain from learning to care for onese 
can be equally enormous, 


In general, we ma 
problems with the cont 
will need 


"stay patients were 
s 
tly stole from store 


e 

Y say that all personal problems = 
ients 

ent of some role and that some patien 


to learn role elements they have never known, others 
to differentiate clearly between role elements that have always 
been unclear to them, and still others to muster the correct 
role behavior when it is required. 

Well-learned role s 


Ba z . £ 
Pecifications constitute a major part © 
the self concept. McPa 


rtland and Cumming, in "Self-Concep- 
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tion, Social Class, and Mental Health,” reported a great loss of 
references to roles and statuses in the self-concept statements of 
mentally ill patients. These statements became more like those 
of well persons as the patients’ clinical state improved and, more 
importantly, remained closely related to their ward behavior. 
The varied content of activity on the wards can be expected to 
help to elaborate the role repertoire, the self concept, and the 
Organization of the ego. 
To act successfully in an appropriate role is one of the 
elements of ego identity. The resulting sense of “fit” produces a 
pleasant ego feeling and thus tends to make such successful 
performance its own reward. If the hospital or day center is 
planned so that role learning takes place in a lucid social sys- 
tem, all patients can be expected to improve at least a little. 
We shall turn now to the culture of the therapeutic milieu 


and its influence upon ego restitution. 
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CHAPTER 8 


Culture 


nt — 


In this chapter we shall discuss three related issues: the 
values and beliefs about “normal” and “abnormal” behavior 
that the staff and patients, as representatives of the lay public, 
bring with them to the therapeutic milieu; the professional 
values and beliefs of the staff; and the way that the culture of 
the therapeutic milieu is formed and has its influence. 


BELIEFS ABOUT MENTAL ILLNESS 

We return now to one of the themes of this book—our 
desire to simultaneously support and control the deviant. In an 
earlier study? we examined the layman's attitudes toward 
mental illness, Our respondents appeared to believe that mental 
hospitals are well run, take excellent care of their patients, and 
have the latest treatments at their disposal. None of this was 


then true in that place. When they spoke of the mentally ill 
ere more pessimistic. They 


themselves, these same people W ; 
described the mentally ill as incurable and unpredictable. This 
Was surprising because most of them said they had known people 
who had been in mental hospitals and were now well. 

To understand this paradox We need two more facts: First, 


169 
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the relatives of ex-mentally ill patients very commonly describe 
them as “not like the rest of them in there—not really insane— 
just nervous.” Second, lay people are extremely reluctant to 
attach the label “mentally ill” to another person’s behavior. 
Before they will do so, the behavior of a person who has not 
previously been in a mental hospital must become extremely 
bizarre. 

To sum up this complex of ideas, we might say that the 
layman has a belief system something like this: most behavior 
can be thought of as normal and caused by something; how- 
ever, when a person does become mentally ill he should go to 
a hospital where everything will be done to cure his incurable 
illness; if he returns, he was not ill in the first place. By designat- 


ing the hospitals as good and the mentally ill as in need of 
permanent isolation, our res 


both their humanitarian attit 
nondeviant majority. N. J. 
pointed out that * 


pondents were able to maintain 
udes and their solidarity with the 
Demerath in a much earlier study 


flict 


i ————— 


* Our formulation r 
worked out i imi erath’s 
1942 statement2 At the aia t in 1953, was similar to Dem 


i we arrived at ours we had unaccountably 
nd ag his. The Similarity of the formulations appears to have 
m common theoretica] approaches to the problem. 


Culture "T" 


client's side.* Between these two, a casework supervisor medi- 
ates. The position is probably not symmetrical, however, for a 
social worker maintains his major loyalty to the normatively 
governed society—as both Mills? and Davis* have pointed out 
in analyses of these roles. 

The therapeutic stance of "being for the deviant but 
against his deviance" is probably essential to success, but it is 
difficult because it goes against deeply rooted tendencies to 
attribute malignant intention to deviant behavior.* 

A layman's complex and contradictory ideology appears to 
cushion the strains created in society by the need to control 
deviance in a humane way. In hospitals and clinics the lay 
personnel—aides, cooks, stenographers, bookkeepers, and many 
more—all reflect this paradox. In good hospitals ward staffs 
believe that their patients are not so ill as those elsewhere, and 
in bad hospitals they believe that the patients are incurable and 
nothing more can be done for them than they are now doing. 
In both cases the ward ideology reconciles beliefs brought from 
the greater culture with the observed facts. 

An example of this ideological cushioning comes from 
Kansas City. A group of thirty-one student nurses were asked 
at the end of a twelve-week training period to describe the 
difference between their patients and those being admitted to 
State hospitals. Although it is hard to compare hospitals, there 
Was reason to believe that in reality there was little difference. 
The nurses, however, had no experience nursing in state hos- 
Pitals and therefore held laymen’s beliefs about them. Most 
Nurses listed several differences—all incorrect. Of the thirty-one 
girls, thirty made one or more of the following distinctions: 
Our patients are “acute” whereas those going to the state hos- 
Pitals are "chronic"; the state hospital patients do not get 


ee 
the practice of social work was 


* The i this conflict in s 
Pointed ob gy ag Bernard Scher of the School of Social Work 


of the University of West Virginia. 


172 THE STRUCTURE OF THE MILIEU 


better whereas ours do; state hospital patients are sicker and 
need longer treatment; state hospital patients are insane whereas 
ours are not. Only three nurses mentioned the one actual dit- 
ference: the state hospital probably admitted more senile 
patients.* The following quotation is typical of the group: 


[this hospital] is to socialize 
n other words, the goal is to 
€ able to function outside the 


no way of knowing, but I ie 
rule of thumb" is to treat arkon 
n. This is purely opinionated, no 


to State the “ 
having thoughts of rehabilitatio 


i à u- 
cured schizophrenics as ne 


Culture -— 


by a confidence that everything that could be done was being 
done; the watchword was, “This is the best hospital in the 
West.” 

Aides and nurses appear, then, to retain their contradictory 
attitudes toward mental illness through their explanations of 
the situations they are in. This fluidity can be helpful to anyone 
trying to change the attitudes of nurses and aides toward a 
particular group of patients. We think it important, for ex- 
ample, that a senior aide is able to view the patients more 
optimistically by asserting that “we don’t get the really bad 
kind that we used to.” Even the belief that “you can treat them 
as long as they don’t get to the chronic wards” or that “the 
drugs make it possible to do things that couldn’t be done be- 
fore" can be regarded as benign fictions playing a part in the 
transition to more stable positive attitudes. It is up to doctors 
and nurses to create situations in which aides can help patients 
get better and thus believe that it is possible. Aides’ beliefs 
about patients in general matter in the same way that lay at- 
titudes matter, and we shall return to this, difficult problem in 
Part III when we discuss the community as milieu. 


THE HOSPITAL CULTURE 


The helping role is natural and comfortable for a profes- 


but the content of the therapeutic milieu 
when a doctor fails 


and to involve her 


Slonally trained nurse, 
I5 often strange and new to her. Therefore, 
= communicate his point of view to a nurse 
in the problem-solving process, her starchiness tends to come 
9ut.* We have found that almost all nurses will cooperate once 
they understand the process in which they are expected to take 
Part. Only a minority must be reassigned to tasks less directly 


s 
* We do not mean to imply that the doctor always has to be the 

leader, Nurses well trained in milieu therapy can teach a lot of it to resi- 

dents in the same way that nurses teach interns to do many things. 
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connected with patients. An occasional nurse must just be 
aec cm not discuss the basic training of nurses and aides. 
As we have mentioned before, anyone who works. with the 
mentally ill should have some knowledge of cultural difterences, 
some training in group processes, and some information E 
the types of mental illness. Aides and attendants should probab y 
all be trained to nurse the physically ill—it increases their reper- 
toire of skills, adds variety to their lives, gives them self-con- 
fidence, makes them more useful, and assists them toward a 
professional image of themselves. 

Any doctor who sets out to change the culture of a ward or 
hospital will have to find a way to feel comfortable in doing it. 
We and others have recommended beginning by drinking coffee 
on the wards. Of course, not everyone likes coffee, and not all 
doctors feel at ease in the informal situation. But as long as a 
doctor recognizes that the ward culture changes slowly and 
almost exclusively in interaction, he can approach the nurses 
in whatever manner seems most natural to him. Furthermore, 
when a nurse learns that a doctor takes her problems seriously, 
she will have learned to take her patients’ problems seriously. 


Consider the following excerpt from ward minutes, taken by 4 
nurse, in Kansas City: 


to worry about it, H, 
force the patient to d 
wants. She adds that it upsets the other patients when this stuporous 
patient is forced to do thi 

Doctor C. 


C 
ulture - 


openly aggressive to her. All the nurses agreed that this was so. 

It was agreed to meet with the resident and explain that the 
n did not think the patient was hostile and did not feel com- 
ortable treating her as if she were. 


In this excerpt we see that the nurse starts out by com- 
plaining that she cannot understand the doctor but ends by 
declaring that she does not agree with his diagnosis. The resident 
in this case is seen as having no faith in the nurse's ability to 
understand the patient's illness, and the ward doctor is trying 
to get the resident to talk about the patient with the nurses. 

Notice how sensitive this nurse is to the cues the patients 
are giving her about the treatment of their fellow patient. This 
Suggests patient solidarity and a patient culture. It also suggests 
that the nurse has a membership in the patients’ society and 
1s subject to their social pressures. It is this willingness of the 
nurse to become vulnerable to the patients’ sanctions that gives 
her a major therapeutic leverage because she has the reciprocal 
right to influence their behavior with her sanctions. 

Here is an excerpt from a research diary note made in a 
Ward staff meeting of another hospital that was just starting a 


milieu therapy program: 


A resident asked what activities should be introduced in the 
f patients to make ward 


Ward. It was decided to have a committee o n wa 
Tules because rule making involves both interaction and decision 
making—skills that are necessary in the outside world. At the same 


time, by discussing rules, they are reinforcing their own beliefs about 
sted that completion of 


appropriate behavior. A student nurse sugge 
the rules would kill the project. Dr. J suggested that the rules could 
€ reviewed every week. 
A patients’ newspaper was then suggested, and a member of 
the Occupational Therapy Department described the history of a 
Previous newspaper that had petered out. It was questioned whether 
the production of a newspa sarily therapeutic. Some 
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a P " 
finding a typewriter, getting paper, and so on. It was decided mk 
the humdrum parts of the activity were the most therapeutic 
cause in doing them, the patients recover skills. 


This meeting shows a break from the tradition of en- 
couraging patients to engage in creative activities.* The thera- 


peutic milieu is utilitarian and does not routinely interest itself 
in creativity. 


THE CULTURE AND NORMS OF THE WARD 


Patients arrive in hospitals and clinics declared to be 
seriously ill by their relatives, friends, and neighbors on the 
basis of unacceptable behavior. A patient must learn to behave 
acceptably in order to be considered well again. Ideally a patient 
should choose to behave acceptably, but he has to be able to 
conform before his refusal to do so has any meaning. Conformity, 
of course, is not the whole answer but only the beginning ot 
social acceptability. Active, motivated, instrumental, or in- 
tegrative behavior must be regained or learned before con- 
formity has much survival value. 

Whether some mental illness is in itself a transition state 
to be lived through, like grief, is an open question. However, 
transitional states are probably diagnosable, and a doctor sensi- 


tive to the possibility of their existence can arrange to have 
patients supported in the 


these states, We are incline 


needed to clarify the fre 
tion states, 


expression of symptoms related £o 

: s 
d to think that a lot of research x 
quency, kinds, and variations of transi- 


We have stated before that the milieu must provide the 


patients with culturally relevant problems. In many chronic 


* H for d 
* Any evidence of creativity would, of course, be warmly welcomed, 
but it is evident th 


s i at patients, like the rest of us, are infrequently cre 
atiye. At Ville Evrard, in Paris, where great emphasis is laid on “creativ- 
122 a staff member showed us with sorrow how one patient had become 
less creative and more banal as his psychosis had come into remission. 


6 
ulture - 


hospitals the separation of the sexes is a violation of the normal 
pattern of living in the larger society. Fortunately, since the 
war when a shortage of men resulted in women aides nursing 
mentally ill men, there has been a tendency toward a more 
normally organized life in large hospitals. However, there is 
still considerable distance to go: the inflammatory influence of 
the opposite sex upon psychotics is one of the great myths of 
all times, but it is still believed by many people. 

By contrast, in smaller hospitals there is sometimes a 
tendency to expect patients to show the same sophisticated at- 
titudes toward sex as the doctors do.* The following excerpt 


from a research diary illustrates this point: 


been home for a week-end and 


zu her sister that she had lost her virginity in the hospital. It was 
a upon investigation, that the patient and her boyfriend had 
en seen necking by the dietitian and had been given a sort of tacit 
approval. The nurses knew that they had been together quite a bit. 
e. E resident had handled the situation by telling the patients. that 
Fin Ing was against the hospital rules. It was agreed in staff discus- 
that that adultery in the hospital is like suicide, a disapproved act 
ui Sometimes occurs in the outside world. The incidence of both 
icide and adultery can be cut down by strict supervision. When 
en are opened and some of the controls released, the suicide rate 
toi S to that of the outside society + and perhaps the adultery rate 
9, although this seems less likely. When we suddenly free the 
Nile ia environment, we must establish new social controls to take 
€ place of the ones we have removed. 


A schizophrenic female had 


c >. 
*S a dun. NE 

ome generally accepted psychiatric ideas a 

Worki y pte uE SU er : 

morking-class standards. Rapaport has criticized Jones’ therapeutic com- 

Par on the grounds that it became such a separate, deviant subcul- 

Te that the patients who made tl n the hospital were 


e he best adjustment 1 h 
ast able to adjust to the standards of the outside community. 
t This entry indicates that 


re quite deviant by 


the authors themselves have been errone- 


Me caught up in the belief system. Sainsbury 7 has recently shown that 
ee rates in mental hospitals in Great Britain remained constant In 
peu Period 1930-1950, when there was either no treatment or only physical 
atment. However, between 1950 and 1960, with the introduction of 
* open hospital and greater patient freedom, the suicide rate dropped. 
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An interesting cultural problem concerns the ces 
between Negro and white patients. In the Kansas City i aa 
there were about the same number of Negro as white = ME 
When the patients went in groups to ‘Testaurants, x iain 
ficulty in being served as a racially mixed group. I vid 
very cohesive as a result and very resourceful a (m 
Service at places that normally excluded Negroes. deer 
these same patients planned an alumni club, it was in ie ^" 
two racially segregated groups that would meet separate ua da 
staff were in conflict, but they decided that the patients ribs 
be allowed to solve their cultural problems in terms of : = 
own cultural standards. If patients achieve the strengt "d 
challenge beliefs that the doctors think are retrograde, iplo 
gratuitous cause for rejoicing. A doctor himself need n ie 
behave as if he approves of segregation if he does e E 
contrary, he can be honest about his position. But his job " " 
help people to be strong enough to live their own e be 
major cultural values appear to be inimical to health, 
doctor can join reform organizations, 
agent. "This is easier said than done, 
to decide in practice where freeing th 
rigidity leaves off and teaching him 
Nevertheless, if approached honest] 
offering great Opportunities for ego 

Aggression and vio 
lem to patients, 
estimate the pow 
Psychotic members 


not make the patient his 
however: it is very hard 
e patient from paralyzing 
"liberal" values takes over. 
y, culture conflict is an area 
growth. " 
lence present an important value pr : 
Middle-class staff members tend to unde 


handled by patient 


d a the 
groups because the solidarity among 
patients as wel] äs 


; 
the problem of "getting along togethe 
I — 


iati ors. 
* Constance Osgood in a personal communication to the auth 


| ——— 


—_— 
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allows them to be frank in expressing disapproval of unac- 
ceptable behavior. 

Matters that do not have a value problem attached to 
them can still make a great difference to a ward. For example, 
ina study of a general hospital ward, Peter New ? found that 
nurses who complained that administrative routines took too 
much time from bedside nursing spent the same proportion of 
time administering when the staff was doubled. Apparently, in 
the absence of a plan for a new routine, the old norms about 
the allocation of time still held. 

Doctors are less susceptible to any particular norm be- 
cause they interact with a wider variety of groups and have the 
job o£ integrating the values and norms of ward working groups 
with the policy of the hospital. In doing this doctors are exercis- 
Ing an important form of leadership. Nurses, aides, and patients 
often work under stressful conditions and need a lot of support 
from doctors, who are not so bound to the concrete situation. 


A doctor, therefore, must look upon attendance at ward meet- 


Ings and at medical staff meetings as a primary call on his time 


especially when he is tempted to skip them because the meet- 
ings are difficult and he cannot decide what to do next. 
Finally, a doctor seems to have to endure ambiguity at the 
Same time that he is clarifying the situation for staff and patient. 
If he keeps a variety of ideas in his own head, while he waits for 
Problems to be voiced, he can move in to support and enhance 
Practical suggestions that are close to the lives of his patients 
and, therefore, have meaning. 
We have found that some ward staffs will ask a doctor for 
formal lectures. First, they listen avidly, then their interest 
lags—sometimes before the doctor’s has done so. We have found, 
for reasons that we do not really understand, that ward staffs 
tend to alternate acute interest in the theory behind their jobs 
With commitment to intense task activity. If these cycles are 
Used as they occur, they can give a flexible, functional tone to 
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the relationship between doctor and staff. This, in turn, will 
be reflected in the staff's relationship with patients. 

We have discussed the hospital, but whenever people work 
together, culture forms. In a clinic, for example, the receptionist 
communicates the culture to the patient. The clinic that sets 
its patients the task of filling out a complex application form 
while sitting in a dark corner ofa waiting room is communicat- 
ing quite clearly that it values the presence of only better- 
integrated patients. Perhaps when a clinic policy includes treat- 
ing only the well-motivated patient, it must also include only 
those with strong enough egos to pass the “motivation tests.” 

A receptionist who asks personal questions in a loud voice 


can put a patient under intolerable stress. Clinic physicians can 
avoid this kind of thin 


if they have conferences concerning 
Intake procedures and i 


nclude all staff members in them. 


CULTURE, NORMS, AND EGO GROWTH 


Culture is intimately related to ego restitution. In the first 
place, cultural familiarity prevents diffusion feeling and aliena- 
tion, and, conversely, an understanding of the culture prevents 


ambiguity and further ego insult by helping the patient to 
maintain differentiation, 


The second im 


Portant contribution of a well-developed 
ward culture is the 


ego identity—will be 
o be projected forward 
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He, cra is particularly important for a mentally ill 
fetes os en it helps restore to him the label "normal" that 
ie dii pon acceptability. This, in turn, should allow a 
repe ip more difficult tasks and to develop stronger, 
iia plex, and more clearly differentiated ego orgamiza- 
s and a greater ego ability. 
In the next chapter we shall c 
iaceo aspects of the milieu by consi 
inicating with severely ill patients. 


onclude our discussion of the 
dering the problem of 
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CHAPTER 9 


Communication 


MENU 


Communication is at once an end in itself and a means to 
an end. As an end in itself it seems to be intrinsically and 
ubiquitously attractive. As Suzanne Langer! has pointed out, 
humans are able to use the production of symbols artistically 
and playfully in order to express their essential humanity. But 
at isnot this ability that we are concerned with here; before a 
patient with serious ego damage can play and create, his ability 
to work and to relate in everyday situations must be reinstated. 

. As a means to an end, communication pervades all aspects 
of life, We have already mentioned that in the therapeutic com- 


muni n 
unity adequate communication systems are necessary for 
for the exercise of legitimate authority, 


a P "E 5 
nd for the creation and transmission of culture. In this chapter, 
cess of interpersonal com- 


w , š f 
e shall discuss the microscopic Pro 
munication rather than the institutionalization of communica- 


tion channels. 


proper role integration, 


LAYERS OF COMMUNICATION 


2 used a logician's term— 


" Gregory Bateson 
ication"—to describe the fact that around every cognitive mes- 


*metacommu- 
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sage there lies a wrapping of communications about the vai 
munication. Bateson's original insight, he declares, came E 
him in a zoo while he was watching monkeys playing at fig d 
ing, as children do. He had seen the monkeys both. adi 
play and he could not tell the difference between the indivi e 
gestures of an angry monkey and a playful one; both loo à 
equally aggressive. He concluded that the monkeys in pe 
Way were able to get across to one another the message, ns 
is play," so that the gestures could be properly interpreted. T 
raises a question, however: How is it done? ] 

Talcott Parsons? in a discussion of symbolic behavior Wl 
Bests a solution when he points out that the production O 
symbols is normatively governed. 


* + . When two boys are “ 


roughhousing" we would say that a 
blow beyond a certain level of 


intensity is established as an bn 
sive act" whereas short of this it may be friendly “fooling "asi ennt 
The boy who exceeds the limit may, if he hits his partner too has 
get him “mad” even if he did not intend to . . . because he a 
violated the established convention of the expressive meaning 


an act, 
In short, this kind of co: 


: a in the 
symbolic message, or metacommunication, that says in 


first place, “this is play," and then requires a normatively wn 
lished quantitative Convention that thereafter confines th 
interaction to play. i 
Metacommunications do more than signal the affective 
meaning of actions, however. They also pinpoint the im 6 
of the cognitive message in other ways. Some geen? 
tions give information about the connotations that should " 
put upon certain words. For example, the word bic 
has denotations of illicit sexual relations, but if a speaker say a 
“That sounds downright incestuous to me,” it may be his re 
or his expression or gesture or even the position of the sé m 
the sentence that determines whether this phrase means litera 
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incestuous, or something like “unwholesomely closely tied to 
one another"—a dramatically different meaning. The word has 
become almost, but not quite, a metaphor. The exact point 
between metaphorical and literal truth is indicated by the tone 
Of voice, facial expression, muscle tension, phrasing, and so 
On of the speaker. It seems possible that the connotations of 
key words must all be established before sustained communica- 
tions can take place. 

In one way the metacommunicative aspects of an inter- 
change seem more covert than the cognitive aspects. That is, 
they do not yield so readily to verification. For example, one 
cannot turn to a third person and say, "You heard how he said 
that," the way one can say, “You heard what he said." Never- 
theless, metacommunications are persistent necessary accom- 
paniments to communication, and without them the meaning 
of the cognitive messages themselves are often obscure—as any- 
one who has tried to make sense of a tape-recorded transcript of 
à meeting can attest. In this sense they are an overt and 
Intrinsic part of any message. 

We can call the cognitive communication,* and the meta- 
communications that make its meaning more precise, the 
Manifest message. However, along with many messages go ac 
Companying latent communications that are not the main 
burden of the message nor necessarily related to it.! These 
latent parallel communications may be concerned with the 
Telative status of those giving and receiving the messages. For 


Se 

* One of the arguments against treating patients in bureaucratic 
Structures is concerned with communication and goes something like 
his: Folk language has phonemes isomorphic with the affects appropriate 
to them, Depersonalized languages do not. In bureaucracies, technical, 


i t . A 
"Personal language robs a patient of the opportunity to communicate 
grate meaning and affect easily be- 


ca Language that allows him to reintegrate, hue : 

8e of the isomorphism. Ironically, this is an argument for the use o! 

ess highly trained aides rather than nurses, 

thi * These are obviously only relatively late 
€y could not be received. 


etc. 
nt; if they were fully latent, 
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example, when a group of parents discussing their ona in 
joined by a newcomer, the conversation changes quality w : 
it is discovered that he is a bachelor.* This revelation allow 
the bachelor’s listeners to evaluate his opinions in a different 
light than they would if he were a parent and perhaps "b 
perceive his opinions as having a different meaning. Li 

metacommunications assigning meaning to key concepts, these 
latent messages need be given only at the beginning of a con- 
versation. If the participants know one another well and have 
previously discussed the topic, the latent messages about cogni- 
tive and instrumental matters can be omitted altogether. This 


"WM s : ut- 
makes communication easy and efficient, but it can make o 
siders very uncomfortable 


` S. ta of 
In all successful communication, when the frame 


š "ue " ings 
reference is changed the change is signaled with such warning: 


as, “You know, I was just thinking . , .” or, “By the way. . - ° 


action deliberately vi 
and repartee, these 


. s; s on- 

OWledge; in all interaction there poi 
: : i 

: smiles, frowns, sighs, all tel 


* There are interesting cross-national differences in this Type g chen 
munication. The British almost always give an overt role definition W a 
€y introduce People: “This is Mr. so-and-so; he is in publishing’ 
whereas Americans feel that such identifications are somehow Mose " 
cratic.” They are much more likely to say, “This is my friend | idea gne 


z, e i d 
Or perhaps even Just “Joe.” As a result, more skill in undercurrent 
munication about Status is needed. 
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us that we are being understood, that the relationship is being 
overextended, that the subject is appropriate, that this is the 
Wrong place for this kind of talk, that this is just what we have 
been longing to hear, and countless other guides. This kind of 
latent communication allows a mother, when guests are present, 
to tell a child to go to bed in such a way as to communicate 
either that she expects the child to reappear again or that she 
Will trounce him if he does. Sometimes the guests can decode 
these latent messages because all parents give them, and some- 
times the child cannot because he has had too little practice; 
but in the end, if all goes well, the child will be able not only 
to understand such private communications but also to give 
them. 

Such a complex process as communication and its penumbra 
of metacommunication and latent messages would take the 
total attention if its normative quality were not firmly estab- 
lished and its more mechanical aspects committed to reflex—or 
Near reflex—activity, so that even the unexpected can be met 
in an expected way. Mistakes happen, sometimes embarrassing 
mistakes, but they are quickly cleared up. However, in the 
€80-damaged patient, in ways that we do not yet fully under- 
Stand, the ability to give and receive communication becomes 
impaired. In order to consider the problems that the ego- 
damaged patient faces, we shall briefly discuss some of the 
Confusions that occur in communication. 


PROBLEMS IN EVERYDAY COMMUNICATIONS 

Anxiety can easily be aroused by poor communication. lf 
We stay for long among people who are talking "m terms we do 
not understand, we soon ask ourselves the abd question, 
"Are they crazy, or am I?" Even inconsequential miscommunica- 
tions take more of the attention than they deserve. For ex- 
ample, we once overheard a colleague say, “They're beside the 
Pile of ice-cubes on my desk." This phrase kept jumping to the 
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center of consciousness until we realized that he was saying 
“pile of 1.Q.’s.” But these are trifling problems because they 
are unique and passing. When distorted or ambiguous com 
munication becomes established as a pattern, it is more serious 
as Bateson and his co-workers have inferred from their extensive 
inquiries into the communication patterns of families of 
schizophrenics. However, little is known about the range of 
communicative behavior, and it is hard to be sure of what 15 
normal. We still do not know that the patterns Bateson found 
are related to the disease in any causal way. 

Bateson originally distinguished what he called the “double 
bind.” This is the Situation that results when the metacom- 
municative message contradicts the cognitive message.* An 
example is the Tesponse of a busy mother when her child has 
fallen and, although unhurt, is crying for comfort. She stops 
what she is doing and says with great irritation, “Oh, come here 
then.” The mother’s words tell her child that he may come for 
the comfort he so badly wants, but her tone tells him to stay away 
because she is in no mood to give the comfort that she recognizes 


. . B e 
1t is her duty to give. Presumably, every child learns to sele 
Which of two such contradictor 


" at- 
n argues, however, that this n 
phrenogenic,t and it is reasonab f 
to suppose that a child surrounded by 


ae im- 

d to. This in turn would lead to an 
Sai : ap- 

under less binding circumstances, to select 4P 
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propriate ego sets in assigning relative importance to mixed 
messages. And this in turn might lead to poor differentiation 
among ego sets and therefore to an inadequate ego structure. 

It should be remarked in passing that the bind seems to be 
a universal form of social sanction and is especially useful when 
no open expression of anger is feasible. If we wait half an hour 
On a corner for a friend who is late, he does not blame us if we 
ask pleasantly, *What's the matter, were you in a bar?" If he 
bridles and tries to break the bind by saying, "No, I was held 
up by business," we can hammer it in by saying, "Can't you 
take a joke?" 

Bateson and his co-workers * have described another com- 
families of schizo- 


munication pattern characteristic of the 
statement weakened 


phrenics: the tendency to make a positive 
by a modifier or a contradiction. When two people both do 
this, a characteristic resonance sets up. One may say, "Let's 
80 to the 9 o'clock movie; [pause] perhaps we should stay home." 
“Yes, let's stay home; [pause] the 7 o'clock 
movie would be better." Bateson and his co-workers have ob- 
Served that this type of communication goes along with unstable 
alliances and shifting power groupings. In a schizophrenic's 
family nobody knows who is going to be siding with whom from 
9ne moment to the next. f 
When we examine this procedure in terms of our theory, 
We see a curious thing. It is as if each member of the com- 
Municating team was unable to clarify and hierarchize his ego 
Sets sufficiently to select one and make a decision. This in turn 
18 mirrored in the partner. The upshot is that each is trying to 
Play his own role and the role of the other simultaneously; 
Neither can go through the normal process of taking the role 
9f the other in order to understand 
act out his own role in the light of that communication; that is, 
there is no clear role demarcation. This blurring of roles 
Could lead to identity confusion, ego boundary disorders, poor 


The other may reply, 


his communication and then 
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‘ : ion 
differentiation, and failure to hierarchize. ks d 
can be compounded if neither of the partners has imd 
role anchorages such as are supplied by * strong occup 
identity that can give him a basis for decision. . Finis 
It is probable that isolated episodes of this Hype 9 t dif- 
action occur in everyday life. When they do, the feeling xil 
fusion that accompanies them probably acts as a stress, mobi 
resources, and leads to a swift resolution. . 19 dit 
It is possible to speculate that when the ego 1s poor. ale 
ferentiated and the hierarchizing of sets is difficult, tae 2 sed 
to act may depend upon the role partner. A ee. 
person may force his indecisive role partner to assume arius 
missive role. Over long periods of interaction, the opns 
partner's ego may strengthen and differentiate within the a aes 
of the constricted role activity associated with being etl 
However, if a person with only moderately a 4 
tiated and organized ego sets interacted with another _ 
period of time, he might through his equivocal saree re 
alone induce in the other his own condition, Certainly chil d to 
taking the role of such a parent could reasonably be expecte cut 
lack ability to hierarchize €go sets. Speculating further, de- 
theory would Suggest that Bateson and his co-workers m nd 
i amilies have identified an ego-undermining íá to 
phrenogenic process. It would be ice Mn 
ngs as whether the reason the parents themse 


š "Me: ctive 
are not schizophrenic is because they are able to act effe 


in some external role, and wha: 
in wh 


Possibly schizo 
know such thi 


ilies 
t happens to children in fami 
ich only one parent is afflicted with this debility. a 
In general, the intact ego appears able to make extre 


: s ication 
subtle Interpretations of extremely complex communic t dif 

a 
The €go-damaged Person, however, seems to have gre 
ficulty in understandin 


f At 
H m. 
8 what is being addressed to hi ause 
š : is C 
9 not know how much of his confusion is much 
ty to understand the cognitive message, how 


present we d, 
by an inabili 
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asia disorder of the receiving apparatus, and how much is an 
inability to understand the relationship among the various 
Messages. We do know that in a general way anxious people, 
neurotic people, and psychotics have difficulties of various 
kinds both in sending and receiving communications. There 
has been much study of the most disordered psychotic com- 
munication, but possibly because in the psychotherapeutic 
relationship the flow of conversation is from patient to doctor, 
little attention has been paid to the fact that a psychotic patient 
finds it as hard to receive messages intelligibly as he does to 
put them out. Furthermore, psychotherapeutic interests have 
been upon content and meaning, and, with some exceptions, at- 
tention has been directed away from the communication process 
Itself, 


COMMUNICATING WITH PATIENTS 


Patients vary in their ability to communicate. Many can 


be assumed to be communicating well enough so that no 


Special precautions need be taken. New patients, of course, have 
the same difficulty in relating to staff members that strangers 
each other, and 


Usually have in getting into conversations with er, a 
for this reason staff members must take most of the initiative 
for establishing the patient's status—and their own—and for 
making explicit any language peculiar to the hospital culture. 
That is, the messages that can be latent after the patient 1s used 
to the hospital will have to be made manifest when he is a 
newcomer, 

Some psychotics have marked disorders of cognitive and 
affective communication and are totally unable to sort out 
hey can understand them, they cannot 
as we have reported else- 
Social Norms, and Mental 
are less troubled by bizarre 
by quantitative distortions 


latent messages, or if t 
Place them in context. Moreover, 
Where (in “Affective Symbolism, 

Illness, most ward staff members 
Cognitive distortions than they are 
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of affective symbols and disordered metacommunications ba 
general. We found that patients who were mute or overly o 
manding were far more troublesome to unsophisticated sta 
than patients who were deluded and hallucinated. The latter 
seemed blameless because they were crazy; the former ap- 
peared to know what was appropriate to say but through stub- 
bornness or ill will chose to Say too little or too much. 


: ear ings 
Because of the anxiety and, probably, diffusion feeling 
that patients arouse in others 


members with techniques for 


will not communicate their 
patient. 


Ward aides and attendants are put at a disadvantage i” 
some hospitals by entering a culture that has traditionally em- 
phasized a “professional” relationship with patients that was 
essentially formal and distant. A good nurse can find meii 
personal ground with a patient without becoming overinvolvec 
In a sense, all communication involves giving a little of p^ 
self into the interaction and getting something of the other i 
ll on one side, the process egret 
his concept of communication with t P 
Ts striking up a conversation on a train- " 
oing far?" the other has several "-— 
th a bare, “Yes.” Everyone recognizes th! 
wish to pursue this subject any forthe 
» “Yes, Pm going to New York City, es 
leaves the responsipiri Y of continuing to the initiator but dO 


i ew 
n. Finally, if he says, "I'm going to N 


i i i ff 
> it is imperative to equip sta 
i i e 
relating to a patient so that p y 
i i he 
dismay and further alienate t 


example of two Strange 
If one opens with, “G 
tives. He can answer wi 


€ s rk 
John Cumming I P icipants do. The process is discussed in a WO 
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York; where are you going?” he is clearly willing to proceed. 
The first answer is discouraging because it gives nothing of the 
self; the second offers something of the self; and the third both 
offers information about the self and asks for information from 
the other, thus setting the stage for the cycle of the give and 
take of communication to begin again. 

It is obvious that different types of ego damage lead to 
different communication difficulties. Neurotic patients with 
their inappropriate use of sets may need no particular care, but 
psychotics with disorganized or weak egos must at first be given 
specially lucid messages. 

Schizophrenics, with their obvious confusion, are perhaps 
the prototype of the communication-deficient patient. Not only 
do they have trouble sending messages about their own affective 
states—even supposing that they can send adequate cognitive 
ones—but they also have considerable trouble receiving them. 
They appear to miss latent messages and metacommunications, 
So that they are often doubtful about why certain messages 
have been directed to them even though they have perceived 
the cognitive meaning. For this reason schizophrenics he 
quently misinterpret what is said to them. Nurses and aides 
should probably learn to ask the newly admitted schizophrenic 
if he has understood them and to translate nonverbal cpm. 
munications into verbal ones. Instead of assuming that a patient 
can follow their facial expressions, decode their tone of voice, 
and so on, staff members can at first tell a patient in words what 
their reactions are. It makes the communication proe m 
to have to say, "I'm pleased," "Im impatient, rm a little 
tired," and so on when a gesture would suffice, but it seems to 
Work. In the most acute phases, schizophrenics appear to suffer 
from complete inability to take the role of the other, to under- 
stand what is expected of them, to relate separate items of com- 
munication together, and even to receive cognitive messages. 
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In this stage of ego dediierentiation and ae ae ee 
well-organized orienting communications may be 
ive therapeutic tool. . 

Mg to oe is less dramatically obvious a problemi ea 
a patient being cared for in a community facility. um 
symbol production, metacommunications, and latent m im 
are all normatively governed processes, and the norms vary nie 
by culture and by class. Because of this, messages that s E 
normal in the neighborhood seem disordered and alien in ": 
clinic. Cultural expectations of clinic staff are, after all, vas i 
different from those of patients. Several authors? have p 
gested that people in the bottom half of the class uia e 2 
unacceptable for psychotherapy—as well as being less like Am 
be treated once they get into a hospital. It seems probable t ij- 
a complicated failure of communication causes this. Less ee 
educated members of society do not seem to manipulate ver i: 
symbols so skillfully as the better educated, nor have they acc ds 
to as many of them.* Many psychiatrists, however, use Am 
as their main therapeutic tool, Furthermore, the norms ae 
ing their use vary by culture and class. Mark Zborowski ( . 
"Cultural Components in Responses to Pain") has shown -— 
culturally appropriate communication of physical ici 
varies widely among Americans of Yankee, Jewish, and ge : 
origins. These responses, entirely “normal” within each of t d 
three groups, are evaluated by middle-class doctors as ranging 


ion 

ess well educated. These authors point “to somes h 
as broadening one's Perspective and raising one’s aspiration ee ecta- 
leads to both an increased realization of problems and unfulfilled nd be 
tions, and a greater awareness of life satisfactions.” Such people mig 
more likely to seek 


É t the 
Psychotherapy. Our society does not readily accep 
idea that pain is inevitable, 
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PROBLEM SOLUTION AND EGO RESTITUTION 


Communication appears to be closely tied to the main- 
tenance of ego integrity. Just as the communication itself is 
dependent upon a coherent organization of symbols, so, in a 
parallel way, are set differentiation and ego organization—and 
hence self concept and identity—dependent upon reinforce- 
ment in consistent relationships with others. In interaction we 
are able to set forth our perceptions of ourselves and our roles 
as well as our expectations of others and our cognizance of 
them. If the responses we get indicate an acceptance of this 
aspect of our messages, our self concept and identity are re- 
inforced. Conversely, most messages directed toward us carry 
"to-whom" labels that tell us our roles, what is expected of us, 
and, indeed, something about our very nature. Our acceptance 
of these estimates or our rejection or modification of them 
are all maneuvers that result in retention and verification of our 
ego identity and self concept, even though this may not be 
their primary intent. 


In other words, an importa 
—our idea of the nature of the world—is our concep 


aspects of ourselves. For most people, this seems curiously 
fragile, tending to become vague or disordered if not constantly 
reinforced. Thus the recurring life problem—"Who am pis 
Seems to have to be solved and solved again in everyday life. 
There is, of course, a core of self concept that can be held situa- 
tion free and projected forward or backward in time. Neverthe- 
less, every time the situation changes, some new answer must 
be available because identity is always related to situation, 
although the relationship may be tenuous for considerable 
Periods of time. Fortunately, in everyday life the question can 
be put, and satisfactorily answered, hundreds of times each 
day. Perhaps the disorganization felt in loneliness, in isolation, 
9r even during hospitalization for physical illnesses arises partly 


nt part of our assumptive state 
t of all 
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from the difficulty of getting clear and pio ed confirma 
tions of our perpetual questioning of our identity. . "T 
Communication helps to resolve the problem € : 
I?" and, in doing so, it resolves the complementary prob ^ 
“What is the nature of the world?" All the messages that loca : 
an individual in social and psychological space also locate 7 
with whom he interacts. If an individual is vague about pa 
situation, he experiences unpleasant ego feeling, and he syi 
tempts to remove this by a selection of ego sets appropriate 
clarifying the situation; a resolution of th 
situation is ambiguous brings, 
of the appropriateness of the ch 
Thus, although communicatio; 
except in the pure ex 
the most vital of end 


e question of why tee 
simultaneously, a confirmation 
oice of sets and, hence, identity- 
n is only a means to an vce 
pressivity of art and play—it is a means i: 
S—our knowledge of ourselves and of t 


. H pres 
schizophrenics to return to normative control. Furtherm 
munications with dou 


m ich 
i icati whic! 

ble €anings, and communications V 

betray Poor role- 


dy 
taking ability would invoke in an alrea 


reasons, simple, 


newly hospitaliz 
tion ca 


i i A ions 
& with patients so that distortio e 
i o 
€ patients and render staff members unable t 
€rapeutic contact with them. 


Dot confuse th 
in effective th 
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PART III 
ae TS Ao 


EGO IN MILIEU 


TU 


nd 


Introduction to Part III 
a ee SO 


In Part II we discussed aspects of the structure of the 
therapeutic milieu as if it were in a vacuum and often in ideal 
terms. In this Part, we shall discuss specific problems and 
Processes. In Chapter 10 we shall outline some of the problems 
associated with the treatment of the acutely ill patient and try 
to evoke an image of the therapeutic milieu in operation. In 
Chapter 11 we shall discuss work programs as they are related 
to problems of chronicity and rehabilitation. In Chapter 12 
we shall turn our attention to the distribution in the com- 
munity of people with serious ego damage and discuss some 
of the problems of supporting and controlling them in their 
Natural environments. We shall be especially interested in the 
Problem of providing a structured milieu outside a hospital 
setting. We shall briefly discuss the family and suggest some 
Manipulations that can make it a more benign environment for 
its ego-damaged members. We shall suggest the importance of 
the school and the job as pervasive influential milieus in which 
everyone at some time finds himself. We shall mention some 
areas in which we think research is needed—although we do not 
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subscribe to the view that practice is necessarily better because 
research is going on. 

To us, Chapter 12 is as important as it is incomplete be- 
cause, although the large hospitals are doing the most efficient 
job in their history, they are, nevertheless, increasingly ue 
popular.* At the same time, although the efficacy of the indi- 
vidual therapies is being seriously questioned for the first 
time, they remain the backbone of psychiatric training pro- 
grams. 

One of the problems that we have implicitly raised in this 
book, especially in this Part, is how to deploy the resources of 
the healing and helping arts so that those who need treatment 
will be able to get it under conditions commensurate with that 


human dignity with which every person is expected tO ne 
equally credited. 


In Chapter 13 we shall try to gather up some loose ends 


and point out some open areas in the theory and in the p” actices 
based on this theory. We shall discuss briefly the problems E 
be anticipated in evaluating milieu programs. We shall sugges! 
the underlying model of man that our scheme appears to zes 
on, and we shall indicate the ethical posture that we think pd 
milieu therapist can strike. Finally, we shall propose a tentative 
new place for the theory in the medical nexus. 


Se 


* There is so " à ith p 
chiatric pers me reason to believe that their unpopularity WI cry, 
Personnel is not reflected in public sentiment; on the CO” 


eople i p 
people are entering them on a voluntary basis in increasing numbers 


CHAPTER 10 


Treatment of Acute Ego Damage 
ae ee 


s to give some idea of the 
to discuss some of the 
the acutely ill patient, 
hy certain techniques 


bee purpose in this Vibapter i 
“to-day process of milieu therapy, 
Major issues that arise in the treatment of 
"ta to suggest in terms of our theory W 
particularly successful. 

" m shall start with the admiss atie 

y center, partly because this is the beginning of the treat- 
Ment process, but also because it is where the hospital meets 
the community. In Part IL, in order to highlight some of its 


defini zi 3 too 
fining characteristics, we described the therapeutic milieu as 
y we shall try to show how the 
ve are describ- 


. in the last 


sion of a patient to a hospital 


if i : : 

oa existed in a vacuum. Nov 
1 j . A ` E 
lieu is articulated with the community while v 


in : : « 
8 the therapeutic process. As Querido * says: i 


analysis the cure or the adaptation of the mentally disturbed 
can only be accomplished in society and . . - à successful stay in 


Societe: p 
Ociety is the only real test of any therapeutic endeavor. 


L 
EAVING THE COMMUNITY 
m Ideally, the admission of p 
the community itself; in bot 
203 


atients to a hospital should start 
h Britain and Holland this has 
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been found feasible. In Mapperley Hospital in Nottingham, 
England, Duncan Macmillan uses this principle for all admis- 
sions.* In 1960 we accepted his invitation to accompany him 
and a social worker on a “domiciliary visitation” for the ann 
of assessing a patient's need for hospitalization. The socia 
worker had previously seen the patient on the tecommenda o 
of a general practitioner, and she explained the background ne 
the problem to us in the car. We found the patient, an ol 

nearly deaf man, living alone with his wife. 

Our diary notes read: 


Dr. Macmillan asked the wife to tell him the trouble. She on 
that her husband was 82 and that he had been fine until ae 
when he had fallen and injured his back; then, while convalesc s 
he had become confused and has since been getting worse. "He ne E 
to be watched all the time," she said. "I haven't had my goun a 
for a week except for one night when my daughter-in-law €— ot 
Sat with him. . . . He wandered out of the house last week an » 
his head caught in the neighbor's door and then cried out and p 
them.” Then she told us that he had taken to following the E ; 
face around and reciting the numbers out loud for minutes 0n him 
Her voice trembled; she said it was very difficult to listen tO ept 
80 on and on, and she no longer dared to leave him alone. She W 
a little. 
the 
d that 

he 

in terrible condition. (He had concluded that pe 
rather sudden onset of the illness, the patient's confusion, an be 
less than optimal Physical condition all suggested that this m6 illan 
sid uc reaction.) After he had finished the assessment, Mac ital 
said firmly and cheerfully to the wife, “He must come to the ae not 
for three or four weeks.” Before she could answer he said, “Jt 


DENIS 
because you haven't been to bed, you know; it's because he's ill ell 
we must build him 


sors Wi 
up and fix his teeth and try to make him @° |g 

sh Tu before he fell.” Then he tuoi the old ets 

S is to him that he must go to the hospital, but the old mated 

plied quickly, “Oh no, 1 shouldn't like that."—But then he be 

Sey 


*For a detailed d 


2, se! 
z ation 
escripti i me of oper 
the work of ption of his whole sche 


Maamillan;2 
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a said softly, “T’ll do anything to save my wife trouble; I'd rather 
o anything than to cause her trouble." 

he En errem asked the wife to explain to her husband that 
he ce e able to come home again, and she shouted to him that 
t s only to go for a week or two, but Macmillan corrected her 
a outed, "You must come into the hospital for three or four 
: e then you will be able to come home." The old man 
Pa in a vague, smiling way, looking to his wife for confirmation. 
Mes ad controlled her tears and was ready to smile when Mac- 
ud testing the old man's memory, asked him, "What is the 
ea namber of your house?” and he replied, “Five shillings.” She 
l ghed and said, “That’s the rent we used to pay when we moved 
nere fifty years ago.” 

. There was a little more talk an 
gulan said, “The ambulance will pick him up at ten o'clock to- 
did Do morning," but the social worker fell back and took the 

ady's arm and said, “Now don't you worry, we'll take good 
care of him. And don't worry if the ambulance doesn't come until 
twelve or so—they're often late, but they'll be here." The visit took 


about twenty minutes altogether. 


d then we rose to leave. Mac- 


Notice how economically Macmillan arrives at a conclusion 
and tells the old couple very specifically what to expect. In a 
few minutes he had satisfied himself that the patient's mental 
Confusion was caused by his physical condition, and Macmillan 
had set a time period for dealing with it. The patient had seen 
the doctor at home, and when later he saw the doctor in the 
hospital, he should have had confidence that the doctor knew 
who he was. Macmillan himself was in a position to order 
diagnostic tests and make nursing suggestions before the patient 
was admitted. Macmillan had provided continuity to a process 
that can be bafflingly disjointed. It is interesting also, how in 
One phrase—“It’s not because you haven’t been to bed, you 
know”—he absolved the wife from blame for her husband's 


admission, 

. After the visit, Macmilla 
1; * a 

n touch with the wife; if she 
Bet in touch with the social worker. 


n told us that they would not keep 
had trouble, her physician would 
He believes that patients 
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and families should solve their own problems as far A ss 
are able, and when they cannot they should be peeve a 
help is needed. As our theory was designed to —- sing 
Success of programs like Macmillan's, it is hardly SAKP «fot 
that this whole episode follows our theoretical specification: 
ilieu therapy fairl closely. au: d 

" Maec i imm and a similar one of Querido's bis 
Amsterdam, Holland, are used primarily for deciding Ne a 
the appropriate help for each patient. If jai ipn ds 
needed, a patient is likely to accept it as a logical choice of 
already has had evidence of the interest and understanding 
the people who will be responsible for his case. 

Such services are, with fe 
continent, but when the 
Where they are impossi 


w exceptions, unavailable we E 
y are tried, they seem to be success p 
ble, we should be able to — S 
own techniques for facilitating admission by eliminating. aliza- 
in hospitalization, by developing more emergency hospit 


; n ; -cions whereve® 
tion, and by using voluntary and informal admissions 
possible. 


ENTERING A HOSPITAL 


š ert- 
3 " es al 
To enter a new situation among strangers requir 


er 
ness, both cognitive and affective.t Probably the des 1 
looks first for a role that justifies his presence. This is y atl 
mission procedures should be carefully planned; not on s ro 
ambiguity tend to increase disorganization, but lack of cop 
can heighten anxiety and confusion, Even well-organized P 


i : : . owe 
can be made to suffer diffusion feelings if they are al 
wait in unfamiliar places and are 


=—. 


NH. Variations of this 
pital and Hudson R 
pital in New Yo; 

t See, in this 
chology,” and G 


Je 


e 
ing ther 
not recognized as being 


tate 


P on S os 
Process have been organized at Bost ore H 


iver State Hospital. More recently, Montefi 
Tk City has developed a similar program. in Socia 
regard, Scheutz's “The Stranger, An Essay in 
offman's ® somewhat different interpretation. 


1 Psy" 
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for a legitimate purpose. Feelings of having come to the wrong 
place, of having been forgotten, of having had one’s file lost 
in the endless red tape of the hospital are all familiar to anyone 
who has entered any hospital under conditions of mild worry 
and frustration. The disorganized patient must suffer doubts, 
fear, confusion, and panic devastating by comparison. 

In many hospitals a physician participates in the admis 
process only to the extent of performing a short physical ex- 
amination of the patient for the legal protection of the hospital. 
But by the time a patient is brought to the hospital, he is likely 
to be suffering from a transition crisis as well as some other 
Psychiatric illness. This, in turn, may be either an acute failure 
of ego ability in an otherwise adequate personality, or it may 
be an acute disorganization obscuring longstanding ego deficits. 
Whether or not a patient is suffering from such deficits, his im- 
Mediate problem is that, like a migrant, he is a stranger in a 
strange place. He greatly needs to see an acceptable image of 
himself reflected in the responses of those with whom he deals 
and to understand his relationship to this new milieu. In 
Part II we mentioned various structural aids for keeping the 
newly admitted patient oriented. Here we shall suggest ways 
of inducting a patient into a therapeutic milieu that allow 
him to begin reorganization at the same time that his vulner- 
ability is used to therapeutic ends. The success of military 
Psychiatry in swiftly returning patients with cases of battle 
fatigue, or acute ego disorganization, to their duties has 
demonstrated the crucial importance of the early hours in the 
hospital. Edward Stainbrook * believes, for example, that one 
hour in the first day in the hospital is worth five in the second 
Week. In other words, for many acutely ill people the admis- 
Sion process is a major part of therapy. 

Any treatment facility is surrounded by two integuments 
Which a patient must penetrate before he can enter. The first is 
the legal and administrative layer made up of such matters as 


sion 
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eligibility and legality, and the second is a social barrier around 
the ward or day hospital such as surrounds any system that has 
an ongoing life of its own. "m 
A patient should be assigned a Special "friend" to assist him 
in maintaining or recovering orientation while crossing fhe 
administrative and social boundaries of the new milieu. Tt» 
hard to find a name for such a person. At Ville Evrard a social 


worker called a “hostess” meets every new patient.* William 
Caudill ® has described th 
“attendant,” 

hospital but s 


First, Support must be quickly available for combating 


coming to the ho 


will require mor 


a 
* 


e time, 


3] wan 
efore it is unlikely that they will 
ind of procedure, 
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The aide’s next step is to find common interests with the 
patient. For this he must be willing to reveal himself as a person 
30 as to enable the patient in turn to offer himself to the inter- 
action. After having established a relationship, the aide’s next 
duty is to establish the patient’s orientation to place and time 
by finding out how he views the sequence of events leading up 
to admission. If deception has been used in getting the patient 
into the hospital, the aide must convince him by his honest 
explanations that it will play no part in his treatment. As the 
Patient may not fully understand some of the most disorienting 
deceptions, the aide should help him to reconstruct, as ac- 
Curately as possible, the critical chain of events. 

Ideally, orientation should be established before the legal 
admission procedures are undertaken. The aide should carry 
Out as many of the procedures as possible himself and accom- 
Pany the patient through the remainder in order to explain and 
‘Mterpret events to him, The aide's presence will also help to 
allay the uneasiness of the administrative clerks and to prevent 
their fear from communicating itself to the patient. The aide 
Might introduce the patient to the examining doctor and, if 
Me patient wishes, remain with him during the examination. 

en this js over, and the necessary admission formalities are 
Mpleted, the aide takes the patient to the ward to help him 
1.055 the inner boundary of the therapeutic milieu. The time 
-Weet the front door and the ward should be short; many 
ep ion procedures can wait for a few days and be done more 

“niently on the ward.* y 
into I aide’s fourth and final task is to integrate " deri 
alwa e Ongoing ward society. To me a new socia y : 

Ys difficult, and it can be agonizing to the mentally ill. The 


Co 


* 
Mor i i i i nd useful monograph has 
SUggesteg SAN G. Martin in an instructive an nono; s 
mali “a that doctors should have the authority to admit without for. 


Shops This is obviously desirable, and when the system permits it, it 
uld be done. y , 
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patient should be introduced to the nurse in charge of the en p 
she may wish to accompany him while he is being assigne i 
room or a bed and shown the location of such essentials as the 
washrooms and dining and day rooms. It is not too many em 
since a newly appointed social worker, who consented to in. 
admitted to a rather good state hospital as a patient, reporte 
that she only was able to find a bed and blankets crag OF 
assistance of other patients. Welcoming committees organize 
by the ward meeting or patient government can help the new 


: : will 
patient to enter the ward social system. These committees 


. A re :on"—that is 
undoubtedly confuse him with some “‘misinformation’’—that 15; 


information that reflects their point of view—but this is on 
the prices of the therapeutic milieu. The patients will furnis » 
the newcomer with such useful knowledge as how to um 
extra cup of coffee or how to make a phone call. If there p g 
working alliance between the nurses and the patients, t f 
patient group can convince the new patient of the realities 9 
ward life much more effectively than the staff can. a T 
In hospitals specializing in the treatment of neurotics, 
closely knit ward culture can subvert the incoming patient pot 
Staff goals. However, in hospitals taking acutely ena, 
patients of any class, sufficient attachment to staff can be 
veloped when the patient is open and available. :on 
The patient should at first be given sources of informato 5 
rather than the information itself because anxiety usually d 


—————— 


aw 

* These hospitals have overdetermined problems. They usually bes 
patients from the well-to-do levels of society who cannot form n 
bonds with aides and nurses in the same way that a random as ant 
the mentally ill Population can. In such Situations, ward admini er 
and other professionals may have to take on more active leadership ea 
It has been our observation, however, that when wealthy people AP in 
in public facilities in their ordinary proportions, they do manage t 


u 
; ` eneo 
the ward society, It is not that they cannot; it is that any homog 
Society tends to become exclusive. 
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so high that it is not strategic to offer specific information. Ville 
Evrard’s patients produce a booklet for each new arrival with 
his own, his doctor's, and his social worker's name on the cover. 
It contains information about the hospital and its major regula- 
tions as well as orientation to the geographical features of the 
hospita]. * 

All these techniques for admitting the new patient are 
designed to minimize confusion and ambiguity and maximize 
Structure and clarity so that there are points in the environ- 
ment around which the patient can crystallize elements of ego 
Organization. When the situation is perfectly clear and his rela- 
tionship to it clear—provided that he is not suffering from toxic 
or traumatic disorders—the patient's organization should be 
maximized. Many variations on this procedure can be equally 
effective, and, in a sense, each treatment situation has to work 
Out its own procedure. 

In general, the admission of the patient should have cer- 
tain firmly structured, formal characteristics that assure him 
of his legal and formal identity. In addition, the aide who acts 
as the patient’s friend must mirror back to him what he can 
learn of his social and personal identity and explain to him 
the details of what is happening. Routines such as admissions 
Procedures become so commonplace to those who traverse them 
regularly that considerable thought and sensitivity are needed 


is Understand what they mean to patients.* Discussions on the 
CER 


bed * Some psychiatrists favor putting the newly admitted patient to 

T giving him a two-day quiet period upon admission. There is a 
Possibility that this allows the patient to work through the transition 
VUSIS iof hospitalization, but we are inclined to believe that the impor- 


ta E e x R 
ance of inducting him into ward life, while he is open and vulnerable, 
Pütweighs it 


e 


i Bureaucracy" is often blamed for the impersonalness of many of 
s Servants, The tendency to get used to any particular routine is a spe- 


Ci A 1 
tring blem for a bureaucracy that undertakes to treat the ill, not an in- 
1c evi], 
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part of the staff with patients who have recently experienced 
such routines can help to point up their ambiguities and frustra- 
tions. 

The reluctance of clinical personnel to venture through 
the inner integument of the hospital system has allowed a num- 
ber of procedures to develop which, in the name of good busi- 
ness, actually defeat the main purpose of the hospital: the quick 
and efficient treatment of patients. For example, valuables are 
usually removed—thus safeguarding the valuables at the €x 
pense of the patients. Wedding rings and eyeglasses, OT any- 
thing worn constantly, should never be taken away since they 
are so highly egotized as to be almost a part of the self. Most 
patients can understand that money should be kept in a safe 
paie but few will be able to understand why a wallet contain- 
ing pictures of family members should be removed. These pic 
tures, as they so often did in military service, can serve as a con 
nection with the past, a promise for the future, and a medium ° 
euchangs in getting to know others in the new environment 
Since our sense of the future depends upon our ability t° 
Project ourselves, with our egotized objects, forward, it seems 
likely that retention of familiar things may be vitally related 
to orientation in time. 

In short, an important part of the ward staff's task ine 
see that a patient keeps things that have symbolic significance 
for him. Relatives will usually sign releases for valuables if 
they understand that removing them can be a step towa” 
chronicity; if they will not, the risk of loss must be taken- Tue 
danger of a patient commiting suicide or attacking others with 
such objects is usually grossly exaggerated; a suicidal patient 
in any case, can find weapons on any ward if he is entirely inte”! 
on Killing himself, 

, An ego insult commonly dealt to new patients is concerned 
lies the manner in which their clothes are handled. Upon ^ 
Patient’s admission, most hospitals mark all of his clothing * 
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order to minimize confusion and loss; sometimes a patient is 
stripped of his clothing for two or three days. If the patient and 
aide together can attach the patient’s name to his clothes, the 
process can be, like calling the patient by his name, an identify- 
ing, clarifying, and therapeutic maneuver. However, many 
hospitals literally brand the patient’s clothing; these large un- 
sightly marks give a clear message that the patient is not ex- 
pected to leave the hospital—at least within the lifetime of that 
garment. Further, such labels place a caste mark upon the 
patient as indelible as the marking ink.* 

Admission problems occur in slightly different forms in 
day centers and clinics. A newcomer to a clinic, for example, 
can sit in an agony of doubt wondering if he is in the right 
Place. If he takes a seat and then is afraid to speak to the 
Teceptionist, he may be mistaken for a relative of a patient. 
Such a patient can become alienated or panic stricken and leave 
Without making or keeping his appointment. All new patients 
must be "recognized"—that is, their identity must be affirmed, 
their right to be present made overt, and the expectations of 
their activities in the patient role made clear. 


THE MILIEU IN ACTION 


The acute hospital as we are describing it is designed to 
enable the patient to resume social living outside the hospital 
3$ quickly as possible. If he has gross ego defects he will need 
Special therapies similar to the work programs that we shall 
describe in the next chapter. In the acute hospital, the patient’s 
task is to regain ego abilities—especially those related to prob- 
lems of living in society. 

To increase these abilities there must be enough activity 
See 


* E i : 
bo In Kansas City, after considerable ward discussion, markers were 
Ought and clothes were marked, as in laundries, with small identifying 


D : 
i dins. Patients and staff worked together to make sure that clothes were 
entifiable, 
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on the ward to provide a continuous and changing social ird 
tion. Once norms of activity are established, new plans bee 
supplant old ones in a routine way. This is good —— 
plan, at the period of its inception when arrangements d 
be made and committees formed, calls for intense and van 
interaction. In the meantime the problem for the staff will 2 
the maintenance of an unambiguous structure. Against á sat 
of organization, a figure of activity can emerge. As we illustrat 
the kinds of activities that we have found useful and pire 
the kinds of problems that arise, it should be remembered tha 
the principles set forth in Part II invariably underlie Pul " 
If admission procedures are adequate and if sagen 
nursing care can be offered along with appropriate drugs, mos 
patients will recover from acute disorganization in a few we 
By this time they should be full-fledged members of the — 
Society—a Society marked by structure, flexibility, and chang 
and with its imperatives laid down in firm rules. " 
There should be few Such firm rules—ten is probably 


rd 
good symbolic number—and they should be posted on the wa 
bulletin board, Behavior e 
such 


Such sanctions a 
All nonessential] 
changed, howeye 


i says 
sential to the therapeutic environment, and as Lee Hanes 


i ady 
s City Day Hospital: “. . , just as we are Te 
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to explain our program and describe what goes on, the whole 
thing changes.” 7 There is no doubt that this fluidity often 
results in an appearance of chaos, but the marks of a bad 
hospital are silence, order, and apathy. Good hospitals often 
give an impression of a summer camp during free period. 

Delegation of authority to the patient group takes the 
nurse out of the role of disciplinarian and allows her to play 
the role of “philosopher, guide, and friend.” * It further insures 
that there will always be plenty of business for the ward meet- 
ing. The interchange and debate, the assertion of the self, and 
the adjustment to others that go on in an active ward meeting 
are some of the best forms of problem solution available to 
patients and are thus some of the best opportunities for ego 
growth, 

Although we have emphasized that the individual patient 
and the patient group should have considerable freedom in 
choosing what they will do, or what will constitute the activity 
Program, it should remain clear that they must do something. 
If the ward activities are not defined as therapy on the same 
level as drugs, electric shock, or psychotherapy, it will be dif- 
ficult for the patient to see why he should become involved in 
them, 

Jordan Scher § has described how permissiveness tends to 
be accompanied either by behavior designed to test limits, and 
thus to find the implicit social structure, or by avoidance of 
the responsibility of making decisions in the ambiguous permis- 
Sive setting. Firm structure does not imply regimentation; it 
implies, rather, a wide range of available activities and informa- 
tion about the means of carrying them out. The patient or 
8toup may choose an activity and, once having chosen it, should 
€Xpect to be encouraged, urged, and assisted—albeit sparingly 
Iam 
" * These are the words with which Macmillan describes his social 


io erns, The connotations of "friend" should be taken as "on the pa- 
nU's side" rather than as the more diffuse "intimate companion." 
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—to complete it. These activities are the minor crises whose 
solutions result in ego growth. : 
Patients initially seem to prefer activities with meaning 
in terms of their cultural backgrounds, even though they may 
be in conflict with those backgrounds, because such activities 
can be apprehended and egotized. Alien activities tend to mips 
diffusion feelings for the new patient, although he may, 2 
he improves, undertake them for the sake of learning new ways 
to handle strange environments. Work under realistic Eg 
cumstances and for appropriate rewards has culturally familiar 
elements for everyone and is probably the best central activity 
for all patients, especially men.* il 
In the Kansas City Receiving Center, a very success 


is 
Work plan was developed by the patients themselves. Thi 
hospital had always lacked fund 


iis nds 
s to buy cigarettes for its P 
tients, 


r 
most of whom were penniless when they came. Ape 
ous appeals for help had failed to yield a permanent soluti a 
One day when this problem was being discussed at a wa 


meeting, as it had been many times befor 
that the grou 


Therapy Depa 
the profits for 
An initial loa 


ül- 
H äl : 
* There is a common lay belief that “overwork” causes es 
ness. We are Inclined to believe that pure overwork can lead to tion- 

of staleness, futility, ang even despair, but not to ego disorganiza 
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manufacturing but also with such interpersonal problems as 
control of the patient who did not want to work along with the 
rest and justice for the ward mate who wanted more than his 
share of cigarettes. The program reached its high point when 
the ward group decided to give a patient three dollars to assist 
him in getting through the first few days after his release from 
the hospital. The plan was able to survive, without staff inter- 
ference, for about a year and a half and to surmount such prob- 
lems as petty theft and the spoiling of materials by confused 
patients, Its demise can be looked upon as part of the inevitable 
ebb and flow of ward life. 

Such a work project can be just as useful for patients of 
Other social backgrounds. In Chestnut Lodge, a hospital serving 
Wealthy patients, a “kiosk” for the sale of food and cigarettes 
Was successfully built and put into operation by patients. 

It is difficult in arranging work programs to convince 
Nurses and other ward staff that they should allow patients to 
carry them out on their own. Scher (in “Schizophrenia and 
Task Orientation”) has postulated that two forces operate: 
the Manipulative skill many patients have at creating situa- 
tions where it is easier for others to do things for them than 
to insist that they do things for themselves; and the high value 
Nurses ascribe to their own practical activity and helpfulness 
to others, If a nurse does yield to the temptation to do things 
for a patient, she robs him of an opportunity for ego growth 
and lowers his self-esteem in the same way that it has been 
lowered before by his dependency. One new nurse in Kansas 
City, assigned to a group of patients who were supposed to be 
Choosing a free-period activity, exclaimed in frustration, “By 
the time they made their decision, the free period was over 
and they hadn’t done a thing.” She was missing the central 
Point of milieu therapy. 

Work need not be entirely for gain; men are often happy 
to paint furniture, women to make curtains or bedspreads for 
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the ward. These activities, when they follow a group ——— 
are particularly good for disorganized people as they have er 
tinuity of meaning as well as an accompanying interpers 

d. l 
"an general, it is profitable to have available, besides endi 
a number of such activities as discussion groups, athletics O 
dancing, shopping trips, and outings. Variety contributes = 
patient's ability to mobilize ego sets appropriate to the occasi i 
and to enhance his repertoire of ego abilities. If a patient E 
tinues to stay with one kind of activity, the staff may persua : 
him to try others, especially if there is reason to believe tha 
the patient is suffering from ego deficits. However, pee 
tending toward disperse activities should be encouraged to sh : 
one thing through to completion before starting another. go 
will be an important contribution to ego differentiation Oo 
such patients and may mitigate some serious disorders. 


TROUBLE SHOOTING 


We have prescribed for the therapeutic milieu a ed 
tured, flexible activity program, but if we have made it NN : 
like a well-run industry, we have failed to create a true end 
pression. When things are going well, there can be an n 
ance of chaos; when they are going badly, a sense of apat le 
creeps in. Very often patients have such diffuse and apr 
difficulties that the main task is to keep the milieu sufficient 
structured and benign for them to exercise some freedom "m 
action. The ward system will always tend toward disorgan^ 


T: . A i e to 
tion, and at certain periods it may take all of the staff's tim 
provide an acceptable mil 


à : : tailor 
leu without attempting to 
Special tasks for indiy 


jent$ 
: idual patients. When a group of ers 
has improved considerably, it can be recruited to help Y 


B a 
newly admitted patients. This situation then gives way t° du 
in which almost all the patients are newly admitted. Han 
described. (in “The Experience of Living in a Day Hosp! 
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how her patients were intensely interested at one phase in 
projects and activities. Then the group “aged” and incoming 
patients had difficulty identifying with programs that others 
had designed. After a period of turmoil the new patients 
formed committees to study a number of different aspects of 
ward life, and suddenly the milieu became vital again. The 
administrator’s task in all these changes is to try to keep as 
good a balance of structure, variety, change, and consistency 
as he can so that minor crises are continually arising and being 
resolved. 

The ward administrator must be able to guess whether 
any single problem is an opportunity for ego growth or an ob- 
struction to the program. We do not yet have a typology of 
problems, and we must therefore rely on rules of thumb aris- 
ing from a kind of socio-clinical judgment. Even if the doctor 
has a relationship of trust and confidence with his ward staff, 
he should make a practice of watching the ongoing flow of ward 
life just as he would watch the gestures, glances, and mono- 
Syllables of a patient in psychotherapy. However, the doctor 
Must appreciate the differences as well as the similarities be- 
tween ward life as an entity and a patient in psychotherapy. 
He must learn to mistrust the single dramatic incident and 
Watch instead for regularities. Thus, when one patient attacks 
another, the doctor will not decide that this reflects the pa- 
Uent’s weak ego ability until he has asked himself whether it is 
nor part of a more general restlessness and anxiety. He will ask 
himself whether or not ward meetings have had “no problems” 
mag whether or not attendance has fallen off because other 
things "can't be neglected.” 

It is our impression, following Stanton and Schwartz, that 
Sporadic acting out among patients usually means ambiguities 
in the communication system. Among staff, the outright com- 
Plaint of *No one ever tells me anything" is a similar sign. The 
Content of complaints, however, can be misleading because the 
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is the 
complainer himself does not always understand sow pe 
matter. For example, a competent aide working ct deni 
habilitation ward of a state hospital unaccountably ond 
complain that the patients were no longer improving, Wem ad 
objectively this did not appear to be true. Finally, the gene 
mitted that she disliked her hours of work. Because she n 
special role in the program, she worked from nine to um vei 
same as the doctors. All other aides Worked from six unti iae 
or from two until ten. She had gained a so-called "status sig ai 
but had lost all sense of solidarity with her fellow aides, who " 
turn were sanctioning her in subtle ways. Restoring her 


"s the 
ordinary shift hours brought back her optimism about 
patients. 


Group actin 


thority structure 
Wh 


: s au- 
& out often results from an gp id 
or one that is not sufficiently decentra E 
out past hours, miss their m 


and staff, 
Inherent 


. ]ty- 
Problems of role conflict are another difficulty 
We have sugg 


; every- 
ested that sometimes an old nurse whom Mp 
one has been tolerating because She is so close to retire be- 

. . i o 
has been in an intolerable role. If her successor begins t 


3 : involved. 
have as she did, a tole problem is almost certainly pes ia 
Patients, of course, bring different expectations with the 


a hospital, ang the process of admission must clarify pem 

Structure to each incoming patient. Even so, patients M 
ounds, such as foreign countries or fne a 

Sometimes become confused and must 

ions made to them. 


licy 
Pe of role conflict is generated when po 


» 


Special explanat 
Another ty; 


Treatment of Acute Ego Damage 221 


changes are out of harmony with old patterns of behavior, with 
the personal ideologies of the staff, or with the imperatives of 
the situation. Maxwell Jones used newly trained Scandinavian 
social workers rather than nurses as “social therapists” in his 
therapeutic community; his nurses found it too hard to assume 
the equalitarian role that he had developed for the treatment 
of character disorders. The inexperienced social workers from 
a different culture had less difficulty. There are many similar 
examples of the difficulty experienced in persuading ward staff 
to allow the freedom necessary for new learning to take place. 
Most mentally ill patients, unfortunately, are cared for in hos- 
Pitals that are too constricting, too repressive, and too authori- 
tarian. 

These suggestions sound simple, but they are not. Just as 

à psychiatrist trying to understand psychopathology must often 
hold many apparently unrelated facts in attention for long 
Periods of time, so a ward administrator must often wait for 
the light to fall on several interwoven difficulties. Sometimes 
he solves the problem by trial and error, using stratagems sug- 
Bested by his theoretical knowledge. Even the acknowledgment 
9f failure can lead to resolution if it gives some patient or staff 
member courage to produce new information about the 
Problem. 

. n general, problems should be solved at the lowest pos- 
Sible leve] of the social structure. Most administrators tend to 
act too much and too often. Like the nurse, the administrator 
must get more pleasure from seeing others solve problems than 
from solving them himself. His life is spent inspecting the 
Social fabric of the ward—and only if a thread breaks should he 
intervene, 


THE PRINCIPLE OF INTERPENETRATION 


.. We have indicated that the patient's bonds with the out- 
Side world should be maintained throughout his hospitalization 
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so that solutions worked out in the therapeutic Peg et 
tried in the natural setting.* This involves striking * date 
between the patient's need for unambiguous m b 
need to learn to live with the complexities of the world nee 
the hospital. For all its complexities, the extra hospita ire 
contains the egotized objects of the patient's experienc Ji 
history, and his social context. Keeping in touch with ae 
help the patient to integrate the past and project a ay 
future, as well as prevent him from developing too big a v 
vestment in the present. If he has had trouble AR die 
complexity of life outside, he will benefit from ies da ih 
lems in the hospital, but the real test of his progress will nnn 
ability to succeed in situations in which he has failed ich 
The hospital must, therefore, be permeable in both 1 sd 
tions. Relatives and friends must be welcome to visit at s 
reasonable hour, and some ward activities should include uet 
Understanding of the patient's illness can be enhanced by tg 
intermingling. Parents should always be able to see their c 


1 : : ifficult 
dren if they wish to; arrangements for this are not so d 
Once the need for them is clear, 


For many dischar 


i 1 ill in 
ged patients their ward mates sti 
hospital are an im 


t 


hem at their homes asking for pe 
Pport and comfort. We felt that d 
al involvement should be — - 
use the hospital as a temporary retu e 
that the nurses should invite the d. 
ionally to have dinner on the wa 


Or support. It was agreed 
patients to visit and occas 


———— 


* There is a recurrin 
between in vivo and in 
mal experiments in wh 
unlike habits learned i 


ifference 
§ theme throughout our theory of the oi ani- 
vitro learning. This is reminiscent i pon field, 
Ch it was found that habits learned in ished: 

n the laboratory, cannot be easily extingu 


i 
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This official recognition of the status quo allowed the nurses 
to discuss the returning patients with ward physicians and 
Sometimes to enlist the help of other staff members in their 
care. The openness of the system allowed the patient to cut 
down his dependency on the hospital slowly as he rebuilt his 
memberships with other groups outside. Later, one evening a 
week was devoted to drug checks and progress reports, and the 
patients were encouraged to return to the ward to visit at this 
time. This use of the hospital ward can be the nucleus of a 
flexible after-care program. 

It is important that the hospital not be self-sufficient. 
Patients should have to leave the hospital for many activities, 
and the hospital should service the community in as many ways 
as it can. At one time the Kansas City Hospital was asked for 
help in training police recruits to handle the mentally ill. 
Since almost half the patients had passed through the hands of 
the police, we welcomed the opportunity, but when a proposal 
that the recruits be allowed to enter the hospital for one after- 
noon a week was made to a ward meeting, it met strong opposi- 
tion, Many patients had had painful experiences with the 
Police. We argued that only a planned program of social inter- 
action with the mentally ill would change their attitudes. The 
Patients gave permission reluctantly and even fearfully, but 
when the recruits arrived the next week they were so uncom- 
fortable that the patients were both relieved and amused at 
the irony of the situation. Eventually the patients took pity on 
the Tecruits and tried to put them at ease. A normal social at- 
Mosphere developed, and from table tennis and baseball they 
Stadually drifted into discussion, sometimes about the patients’ 
SXperiences with the police.* The patient group eventually 
became involved in the training program and worked hard to 
SSS 

* The police were amazed to hear how they had been perceived. One 


Pati 8 à g x : 
hi CDt explained to a recruit that when he had seen the policman with 


at a he had been convinced that the Communists were getting him 
t last 
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plan the policemen's shift on the ward for them. Some of ient 
patients had never passed any but frightened or angry words 
with the police in their lives; to engage in social exchanges 
with them was an important ego asset, hopefully contributing 
complexity to their perception of authority. Furthermore 
planning and carrying out the activities of the shift was a sue 
cessful resolution of rather complex instrumental and socio- 


emotional problems intimately connected with both the hos- 
pital and the outside world. 


THE PROCESS OF DISCHARGE 


Leaving the acute hospital is more rational than entering 
it. The staff have had time to assess the patient and balance 
his needs against the demands society is likely to place pes 
him. Hospital care should be ended as soon as possible because; 
besides being expensive, for some reason not yet clear there 13 
a tendency for longer stays in hospital to be associated with 7 
higher relapse rate regardless of illness, age, or hospital typ®: 
An expectation of discharge should be built into the norms ° 
the ward; even so, it may be nearly as difficult to leave the 
hospital as to enter it. It is often valuable to set a definite a p 
as a goal; some patients improve remarkably with this stimu- 
lation. 

Some patients tend to have recurrences of symptoms ©” 
anxiety attacks as their time of discharge approaches. These 
patients are often referred to as “dependent on the hospital, 
but they are probably better thought of as being unsure ° 
themselves. The high number of requests for discharge that 
follow visits home probably indicate that ego abilities have 
more currency than patients anticipate. If the hospital is suf- 
ficiently open, there should be little need for special confirm? 
tion of this sort. If such symptoms occur, the patient can pe 


i " TID en 
pe of having some unresolved ego disabilities or €V 
eficits. 
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Sometimes it is advisable for patients to resume major 
portions of their usual lives before permanently leaving the 
therapeutic milieu. The day hospital is useful, particularly for 
women who should take up their relationships with their 
families again, whereas the night hospital can allow men to 
return to work and to visit their families. In this way patients 
can resume their major roles while still living in a protected 
situation, and the potentialities of a mild transition crisis can 
be used for ego growth. 

A patient should not be handed like a chattel from one 
agency to another in the after-care process. Agencies involved 
with a patient before he is hospitalized and those who will help 
him afterwards should be encouraged to visit while the patient 
is in the hospital. Social agencies have a crucial role to play in 
rehabilitation because ego restoration will be of little use if 
the extra-hospital milieu does not provide an arena for action. 
For example, a newly acquired ability to work may lead to 
marked diffusion feelings and subsequent disorganization if 
there is no job to turn to upon discharge. 

In summary, interpenetration means that the hospital's 
responsibility for the patient does not end with the decision to 
discharge. If hospitalization is regarded as a joint effort of 
patient and staff to achieve better functioning for the patient, 
it may lead to wider cooperative association among the patient, 
his family, helping agents in the community, and the hospital. 


ALTERNATIVE METHODS OF TREATING 
ACUTE ILLNESS 

It is implicit in our discussion that there are a number of 
loci for treating patients ranging from full hospitalization to 
out-patient treatment.* It is hard to make a rational choice of 
treatment because of two underlying but contradictory assump- 


ee ee 


* See, for example, the work of Carmichael. 
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tions shared by almost everyone and related m = uon 
conflict over support and control of deviant — a de 
assumptions are, first, that all severely disordered. oe hos- 
dangerous or in danger and, therefore, Tk g x herently 
pital, and, second, that hospitalization is wpa in Teir 
damaging because it confirms the severity and perhaps w dim 
reversibility of the illness. These beliefs tend to caa be 
appropriate decision even when it is obvious that 1t — his 
made entirely on the basis of the patient's relationship to 
milieu. 

In general, full hospitalization for a short time seems te 
needed by patients with major ego disorganization or co 
deficits and patients whose situations are extremely nae 
or ambiguous. It may be strategic to hospitalize patients : 3 
deny their illness, or whose families do so, for a short eem trol 
time so that they can be brought under normative con 
outside the home. : dicated 
Longer terms of full hospitalization are probably indic dis- 
for people who have lost social control or have severe ego ion 
orders of the type usually associated with synthetic PT 
failure. These include marked aggressiveness, severely he 
Ordered or impulsive behavior, and suicidal impulses. fects 
longer hospitalization may be needed for those with ego de im 
unless appropriate rehabilitation programs are available on 
out-patient basis, . A sy- 

For the whole group of intermediate cases, including a 
Chotics with moderate disorganization, there is evidenc : zu 
full hospitalization is not needed. The reasons for avoiding jon 
talization are numerous as implied in the m 
above. Briefly, the full removal of the patient from his mi his 
tells him that he cannot control himself and is a blow to ]u- 
self-esteem. The day hospital provides a better arena for «cd 
tion of graded problem; a the same time that the patient S ces 
tains his outside contacts. In this way his progress in both p? 
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can be watched and his hospital routine designed to fill the 
gaps in his competence at home. Such a program allows the 
patient to effect changes in his home milieu as he learns new 
Ways of meeting social demands. His hours in the hospital can 
be reduced as he improves, and his transition can be accom- 
plished without the diffusion feelings and even grief that sud- 
den separation from the hospital can sometimes cause, espe- 
cially to patients with few outside resources. 

A word should be said about psychiatric wards of general 
hospitals. Although they are increasingly popular, milieu 
programs cannot be developed in them unless the hospital 
agrees to have a ward administrator with authority to include 
the patients in mandatory activity. 

In general, the decision to move from the more conserva- 
tive hospitalization to a freer home care should become more 
common when we can distinguish sooner and better between 
€go deficit and ego disorganization and when our control of the 
Worst symptoms with drugs is refined. Such a decision will be 
in keeping with the tradition of medical practice. 


References 


ee i U O 


saat The 

1A. Quznipo, “Early Diagnosis and Treatment a - 
Elements ofa Community Mental Health Program (New York: 
bank Memorial Fund Publication, 1956). Map- 

2 DUNCAN MACMILLAN, Community Mental Health, ^s Mental 
perley Hospital Scheme, special supplement to Canada’s Mental 
Health (Ottawa, Canada: n.d.). Copies available from Welfare, 
Health Division, Department of National Health and 
Ottawa, Canada, Lifes 

* Ervine GOFFMAN, The Presentation of Self in va ae So- 
Monograph 2 (Edinburgh, Scotland: University of Edinburgh, 
cial Sciences Research Center, 1956). 

* EDWARD SrAINBROoK, inal 
of the De 
Canada. 


bers 
ecture given before the pecu 
partment of Psychiatry, Dalhousie University, 


H a- 
5 Wituiam CAUbILL, “Around the Clock Patient Care ind im 
pese Psychiatric Hospitals: the Role of the Tsukisoi,” Am 
Sociologica] Review, 96 (April 1961), 204. Guide- 
€ Morcan G, MARTIN, The Mental Ward—A Personnel 
book (Springfield, Ill.: Charles C. Thomas, 1962). 


3 ital” 
"Lee D, Hanss, “The Experience of Living in a Day Hosp: 
(paper read to the Ontoanalytic Society, Chicago, 1961). 


228 


Treatment of Acute Ego Damage 229 


8 JorpaN M. Scuer, “Schizophrenia and Task Orientation: The 
Structured Ward Setting,” 4.M.A. Archives of Neurology and Psy- 
chiatry, 78 (1957), 531-538. 

? D. H. Mutter, “The Etiology of an Outbreak of Delinquency 
in a Group of Hospitalized Adolescents,” in M. Greenblatt, D. J. 
Levinson, and R. H. Williams (eds.) The Patient and the Mental 
Hospital (Glencoe, Ill.: Free Press, 1957), p. 427. 

10 Henry Britt and Rosert E. Patron, “Clinical-Statistical 
Analysis of Population Changes in New York State Mental Hos- 
pitals since Introduction of Psychotropic Drugs” (paper read to the 
117th Annual Meeting of the American Psychiatric Association, 
May 10, 1961). 

11DonaLp M. CARMICHAEL, “A Psychiatric Day-Hospital for 
Convalescent Patients,” Mental Hospitals (January 1960). 


CHAPTER ll 
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THE RELEVANCE OF WORK FOR EGO INTEGRITY 


t 
. e mos 
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they were asked to describe themselves. Two strangers falling 
into conversation and seeking a common ground of under- 
standing often ask each other's occupation. A man's occupation 
will probably predict a greater percentage of his behavior than 
any other fact that can be known about him. 

Work as therapy is both old and successful. Chronic 
schizophrenics with long histories of deterioration have been 
successfully rehabilitated and even returned to society through 
programs built around occupational retraining. 

D. H. Bennett and R. K. Freudenberg ? report that follow- 
ing industrial rehabilitation, a group of patients, with an 
average hospital stay of eight years, have been successfully re- 
turned to work and stabilized in the community. These patients 
had hitherto proved impervious to all other available therapies 
and were, therefore, considered technically disabled. Such pa- 
tients have a negligible chance of successful rehabilitation under 
Ordinary circumstances. 

We can account for these facts partly on the basis of in- 
creased self-esteem on the part of the patient. But further than 
this, working requires directing continued attention and effort 
to a task that is often repetitive and for which the criteria of 
Success are usually clear. These circumstances suggest that the 
restorative power of work may be related to the accumulation 
of new, well-differentiated ego sets. 

In addition, work provides a milieu in which the ele- 
Mentary social skills can be relearned as a by-product. This 
Means that as attention is not primarily focused upon them 
there can be a wider toleration of temporary deviance. 

There is evidence that work, paid for at reasonable rates, 
carried out under pleasant, realistic, unambiguous conditions, 
and organized into a graded series of tasks * through which a 
— 


ful * Work is a natural activity for grading, and this, too, makes it use- 
ul for the therapeutic milieu. 
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patient can progress as he improves, greatly epic bis 
chances of his leaving the hospital and remaining sta : xia 
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spirit was extraordinarily well developed. The men clearly recog- 
nized that they were not all endowed with equal capacity for work, 
but they were prepared to work as a team and to help each other 
as far as possible. 


Much earlier, Mayo had demonstrated that among an ordinary 
factory work group there was a wide divergence in the rate of 
production.* When asked to estimate their own production 
rate, however, all workers tended to cite the group mean; group 
unity apparently made it essential to obscure differences. 

In short, it appears that instrumental success is not en- 
tirely sufficient for occupational success. Membership in a work- 
ing group is equally important, and a patient must possess 
communicative and social skills sufficient to attain this mem- 
bership. It even seems amply documented that once a person 
achieves group membership he will be carried even though he 
produces less than his share, whereas if he does not achieve 
membership even overproduction will be resented. 

The division of labor in an industrial society creates a 
Deed for a worker to possess relational skills over and above 
the level required for technical efficiency so that he can under- 
Stand group decisions about the allocation of work, the most 
efficient ways to carry it out, and which of management's de- 
mands are reasonable. It is in this ability to deal minimally 
With the complexities of the group interaction that many 
patients fail. 

Work presents opportunities for ego growth to all patients; 
even those with adequate work skills can add complexity to 
their instrumental organizations and clarification to their socio- 
emotional ones. For chronic patients who have been deso- 
Cialized by long stays in a hospital, and for newly admitted 
patients with long histories of occupational inadequacy, it is 
_ 


* For a description of Mayo's work, as well as for a lucid account of 
the beginnings of industrial sociology, see the work of Brown. 
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Socially impoverished lives. The acute psychotic episode : 
often only one more difficulty in a life beset with difficulties. 
Yet the psychotic episode with its resulting hospitalization 15 
a marker that forces this Patient to our attention. At one time 
the occupationally inadequate patient tended to remain ien 
chronic ward of a hospital where his difficulties were of little 
moment, but today, if his incapacities are not faced, he be 
comes a major community problem. da 
As we have emphasized, the ability to work and to hol 
is one of the important prerequisites for a stable life an 
@ mental hospital. In the past, much of the ex-paticnt ^ 
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ployers—that is, on the stigma of mental illness. In our v^ 
research we have found that fifty per cent of a group of E 
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year after their release from the hospital. In another study we 
found one-third of a sample of a thousand discharged patients 
to have been on the rolls of the department of public welfare 
either before or after hospitalization.* Prejudice against the 
ex-patient is not a sufficient explanation of these figures, and 
Simon Olshansky,® in a pioneering inquiry into the problems 
met by a sample of discharged patients in obtaining work in 
the Boston area, has a more rational explanation. From a series 
Of consecutively discharged men he eliminated those who 
were over forty-five years of age or of a racial origin that might 
invite prejudice. The remainder of the patients were fol- 
lowed into the community. Those patients who had had good 
Work histories before they went to the hospital were able to 
find work quite easily after discharge; those whose working 
records had been erratic or inadequate did not, by and large, 
find work. It seems from this that an employer is less concerned 
With a history of mental illness than with an unsatisfactory 
Work history. 

Because of the interdependence of the instrumental and 
Socio-emotional aspects of work, inability to conform to group 
Norms may be as important a reason for an unsatisfactory 
Work history as inefficiency in the purely technical aspects of a 
job. Furthermore, failure to achieve some acceptance by the 
Working group is likely to result in resignation or discharge. 

Norms are developed through interaction, and in a work 
group they are a distillate of day-to-day experience. Seldom 
Written down, they are, nevertheless firm. For example, nurses 
and attendants have unwritten rules about what type of patient 


it is appropriate to care for on any particular ward, about what 
—— 

* Studies are in progress at the Mental Health Research Unit, New 
York State Department of Mental Hygiene, Syracuse, New York. 

t The early work of Elton Mayo and the elaborations of his work 
by Homans (see The Human Group) and by Roethlisberger and Dickson 9 
have demonstrated beyond a doubt that the norms of the working group 
are a major force in the maintenance of production rates. 
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* See, in this connection, “The Equilibrium Problem in Small G: 
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constant in their composition as possible. They should be 
under the care and supervision of a single psychiatric aide 
with whom they should work, eat, and spend their leisure 
hours.* These groups will almost certainly meet dozens of un- 
foreseen problems. For example, the groups will contain pa- 
tients who have various degrees of freedom of movement within 
the hospital because some patients will be thought to need 
more security than others, and members may be assigned to 
different meal hours. Many such interruptions will arise to 
threaten the group’s integrity, but it is basic and must be ad- 
hered to. Ideally the group should only be broken up when 
more than half of its members have been discharged.t 

It does not matter too much what these resocialization 
groups do as long as they do something with meaning. The 
aim of an aide leading a group on a ward where there are many 
incontinent patients may be to get his patients clean and tidy. 


——— 

* If there are obvious groupings already in existence, these may be 
followed in developing the therapeutic units. If not, the suggestions of the 
aides and nurses as to the group compositions should be sought. Spon- 
taneous associations on the ward should be encouraged by placing friends 
in the same groups. The group should be assigned to one nurse or aide 
who will have responsibility for instituting an activity program and who 
will spend as much of his working day as possible with it. If it can be 
arranged, and if staffing is adequate, the aide should be assigned to only 
one group. If insufficient staff is available, aides can be assigned to two 
Separate groups, each for half of his working day. If there is still not 
enough staff available to involve all the patients in a group situation, it 
may be necessary to neglect some temporarily. It is often efficient to group 
two or three wards together as a working unit. One person can then take 
care of paper work and such tasks as the ordering and obtaining of sup- 
plies for all of the wards. Furthermore, on some wards aides are con- 
Stantly busy, whereas on others there are peak activity periods. Grouping 
a number of wards together may enable better scheduling of the nurses’ 
and aides’ time. 

tIn Weyburn Hospital when we first started patients’ groups, the 
attendants were anxious to “promote” individual patients to better wards 
as they improved. The attendants soon realized, however, that patients 
tended to relapse when they were removed from their groups and put 


aims strangers on wards that they experienced as different rather than 
etter, 


238 EGO IN MILIEU 


On a pre-discharge ward one of the aims of the group may be, 
through group discussion and study, to plan the strategy of 
returning to the outside world. Some may be primarily work- 
ing groups, others primarily recreational. 

The most important product of this kind of program is 
that if one aide is assigned to a small group of patients, it is 
very difficult for the aide to keep himself from learning some- 
thing about them as people in the strictly human sense. He 
begins to see them as people in the role of patients rather than 
as irrevocably patients. The patients, also, begin to know one 
another in a new way, and, since their group is artificially main- 
tained, they may form a number of personal ties over a period 
of time. These results will be greatly accelerated if the aide 
understands the object of the group activity and is able to 
Participate in it with interest and imagination. 

The aide perhaps should be taught first that the basic 
reason for deterioration of patients in large hospitals is that 
their illness makes it difficult for them to initiate group Tél 
tionships and the hospital has done nothing to help them- 
Thus, the patient becomes isolated; he has no group member 
ships and he feels no compulsion to conform to group norms 
The aide should be taught that all patients, even the most 
Psychotic, will respond in some degree to social pressures: 
Especially will they try to conform to the standards of a grouP 
of which they are a member, and, therefore, if an aide forms 
a group and interacts intimately with this group, the norm 
-- emerge will be likely to conform to his standards of Þe 
havior. Once the group has developed to the point where it has 
some cohesion and is no longer just a collection of individuals 
the members will lend support to one another in times ? 
Stress. 
Early group activities can be focused on making the P^ 
ts aware of one another and encouraging them to ani 
municate with one another. A number of simple activities ca? 
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be performed in ways that promote the patients’ awareness of 
one another. For example, a group of patients can each be 
called upon to imitate a letter of the alphabet which has been 
written on the blackboard by the aide.* If only one piece of 
chalk is used, its transfer among the patients forces their at- 
tention onto one another. From this the patients can graduate 
to writing the alphabet, with each patient writing one letter 
in the series. Increasingly complex activities, such as the writing 
of names and addresses, can logically end in traditional spell- 
ing bees—with which patients seem to deal surprisingly well. 

A technique for increasing interactional proficiency is the 
continuous translation of feeling reactions into cognitive verbal 
terms as we have suggested above. Thus, if a work team is 
carrying bricks, and a patient is not carrying his share, instead 
of calling out, “Come on, pull your weight,” an aide can say, 
"It's making me and some of the others angry to see that you 
are carrying fewer bricks than they are. We think that every- 
body should carry just about the same number of bricks unless 
there is a real reason why he can't do it." This is a translation 
into entirely intellectual terms of the metacommunications that 
8o along with the more natural sort of message. Using this 
technique in all sorts of situations seems to help patients to 
learn what is expected of them in a group situation, and they 
gradually seem to need less obvious cues to guide them. We 
can summarize the process of preparing chronic or inadequate 
patients for work in three simple but basic rules: First, 
maximize all aspects of group living; second, maximize the 
Opportunities for social interaction in everything that goes on 
in the ward; third, learn to talk a new language to the patients 
in which affective metacommunications are explicit in clear 
Cognitive terms rather than implicit in the emotional cues. 


AT e ERR 


. * This technique was described by R. J. Corsini in a seminar at the 
University of Kansas Medical School, Department of Psychiatry, 1957. 
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We have given only a few illustrations of exercises e im 
rehabilitation. Most nurses and ward aides can think of m 
2E programs aimed at rehabilitating the pätient a 
not at exploiting him in hospital industries are relatively r: d 
in America. Peter Peffer * was one of the first to report a mas 
program in which patients were paid. He hired three ies 
into one job in his Veterans' Administration Hospital and sp pi 
up the salary accordingly. He believed that the incentive E 
money was of such importance that it would induce patients : 
give up their habits of isolation. Later reports on work projec 
have come from George Brooks, David Landy and Harry 
Raulet? and Carmichael (see “A Psychiatric Day-Hospital - 
Convalescent Patients"), Jean Dorgan !? has reported on the ot 
dustrial programs of a number of British hospitals—for n 
ample, Glenside Hospital near Bristol, where 400 out of 1, 


3 ‘thin the 
patients were employed in industrial therapy within 
hospital. 


NETHERNE HOSPITAL—A MODEL PROGRAM 


Netherne Hospital, referred to earlier, reported in ue 
1,457 of 1,829 patients were employed. Of these, 51 ai 
cent worked for wages in the hospital utilities, 25 per e 
were occupied at handicrafts, 99 per cent worked in a i 
Workshops, and 1.7 per cent were employed outside the uem 
pital. The hospital Supplies a diversity of industrial work 
quiring widely different skills.* 
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norms of the occupational world. At the same time, they are 
part of a social rehabilitation program organized around their 
free-time activities. 

In spite of this quite famous program, Freudenberg and 
Bennett have recently estimated about 10 per cent of their 
chronic patient group as totally disabled. John Wing * in ex- 
perimental studies at Netherne reported that for certain 
chronic patients encouragement by a staff group leader re- 
sulted in increased production, but this production returned 
to base when the stimulation was removed. It is crucial, in our 
view, that in this experiment the task of patient stimulation 
was never delegated to the work group. To do so might have 
resulted in the development of rudimentary work norms. We 
find ourselves in the theoretical position of postulating that 
an attempt to develop group cohesiveness and work norms 
among this group might have reduced the percentage with ir- 
reversible ego damage. In other words, among the more 
severely impaired patients, the failure to maintain performance 
need not necessarily be interpreted as the basic substrate of 
Schizophrenia. Nevertheless, irreversible loss of sets may have 
Occurred in some cases of long neglect. Normal work perform- 
ance should probably not be a goal of work programs until at 
least the rudiments of the ability to relate to others in a group 
are learned. 

Netherne’s program for the psychiatrically disabled, never- 
theless, is the most complete that we have seen and we shall 
describe it briefly. 

All work is carried out in pleasant but realistic situations. 
A simple task that many patients start with is the disassembling 
of telephone relays and the sorting of the parts for use in repairs 
OT as scrap. Wires are removed from their connections, screws 
àre undone, and as patients reduce these complex pieces of 


ee 
*In a personal communication to the authors. 
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equipment to their component parts, others sort ps ps ce 
for redistribution. There is continuing contact wirt 3 
side world as trucks arrive with new raw material and ta A 
away the completed work. The most desocialized pacients s 
here. They work slowly and inefficiently, but the work ta 
place in a social context, and some of the patients basan 
their skills. Eventually most of them earn significant sums f 
money. If they improve, they are moved to more difficult tasks. 
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upon everybody's knowledge of them, 
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by the Department of Labour for further training. Some go to 
sheltered workshops, and others apply for employment under 
the British Government's provisions for disabled workers. Some 
patients are able to compete in the open labor market. Their 
living arrangements are also carefully worked out: some go to 
hostels, some to lodging houses, and others to relatives. 
Netherne tries to equip each patient with a maximum of social 
and occupational skills and then to see that he is neither over- 
placed nor underplaced. Netherne's follow-up program is 
equally flexible: the patient may come back to the hospital, 
and some may be seen at the factory gate, at home, or even in a 
pub. Furthermore, anyone from aide to doctor may follow him, 
depending on the individual patient's needs. It is paradoxical 
that although staffs of many large hospitals complain that their 
patients are invisible to society and hence forgotten, they have 
allowed their ex-patient to become invisible to them. Freuden- 
berg and Bennett have found a cure for this differential blind- 
ness through their flexible follow-up program. 

In America, we have tended to think of occupational re- 
habilitation as a task to be undertaken after the patient is dis- 
charged from the mental hospital, if at all. In this way we lose 
the therapeutic potential of the work program and prolong 
the length of time in which the patient is idle. However, as we 
have stated above, this situation is changing because of the 
much higher rate of return to the community of first-admitted 
patients. We are, however, increasing our pools of inadequate 
and unemployable people who at one time would have found 
their way to chronic wards, and this problem will eventually 


have to be faced in the community. 
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The Community 
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: : Mss # 1 
It is harder to structure a therapeutic milieu in a natura 


; ‘ i . r 
setting than in a hospital because we have so little control ove 
the forces in play upon a 


$ r 
patient. There are many reasons fo 
this; the milieu has no c 


lear boundaries, and the numerous 
influences in it cannot all be comprehended. In addition, We 
have not yet studied these influences very deeply, preferring to 
concentrate our attention upon the ego damage itself—to the 
neglect of the field in Which it was sustained. As a result we 
have an immense literature about patients but only a small one 
about the situations in which they acquired this role. Conse- 
quently, we have little power to intervene in the milieu. . 
What is Worse, much of our information about the social 
contexts in which €go-damaged patients are found is in a form 
that we cannot readily use. We assume, and our theory is based 
upon this assumption, that the appearance and the course of 
these disorders are associated in important, if poorly under- 
stood, ways with conditions in systems of social interaction— 
more particularly such influential systems as the family, the 
school, and the working group. However, our knowledge of 
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the occurrence of ego disorders is largely tied to such things as 
census tracts, social class,? and ethnic groups,’ and we have to 
infer the characteristics of the systems in which the deviance 
occurs. More recently, factors such as loneliness, unsociability, 
and isolation * 5 have been investigated and, although they 
seem more relevant, they too, like the concrete variables, are 
products of interaction systems and, therefore, are indexes 
rather than attributes.* 

Nevertheless, some studies have thrown indirect light upon 
the community's therapeutic potential. For example, the dis- 
covery that neuroses are, by and large, self limiting (see Shepherd 
and Gruenberg, “The Age for Neuroses,”) suggests that most 
milieus offer support and challenge sufficient for ego restitu- 
tion. In view of this it is not surprising that we sometimes find 
clinically that good results follow manipulation of what appear 
to be crucial forces in social systems.! We shall suggest here 
what kinds of manipulations are possible, discuss in some detail 
the ways in which the family, as a type of social system, appears 
to be related to the occurrence of some mental illnesses, and 
speculate where certain therapeutic milieus for the ego- 
damaged patient might be found in the community. 


SOME THERAPEUTIC MANEUVERS 

Creating a therapeutic milieu in the community is like 
participating in a judo match: forces that cannot be altered 
are used for a new purpose. There seem to be three basic ways 


* An additional problem with the interpretations of these studies is 
that, being correlational, they are based on modal findings, whereas events 
in social systems are patterned and require understanding of the relation- 
ship among all the variables. This method of analysis has led us to ignore 


the plausible alternative interpretations. D. 
t These forces may already be doing the work of restitution; they 


may, however, have nothing to do with recovery—other unsuspected ele- 
ments of the situation may be in operation in any given case. Only re- 


search can throw light on these problems. 
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of doing this: first, someone in the milieu can act upon the 
therapist’s advice and thus be his agent; second, someone can 
be added to the milieu or removed from it, thus changing the 
nature of the relationships within the milieu; and third, such 
supports as training or extra facilities and resources can be 
added to the system. 

In using someone as the therapist’s agent, the situation 
must be fairly clearly understood, and the system must be 
relatively small in order that the therapist’s agent can have the 
predicted effect. For example, just after the war some returning 
servicemen found that children they had been looking forward 
eagerly to seeing appeared to resent their presence in the house- 
hold and caused conflict between them and their wives. This 
was especially true of boys between the ages of five and ten. A 
Program was worked out for the boys that was actually based 
on an idea that the boys had failed to solve the Oedipal crisis 
but would probably be able to do so if they were given a chance. 
Accordingly, the fathers were given the following advice: “Take 
the boy with you wherever you possibly can. Do not take your 
wife, Just the boy, and it doesn’t much matter what you do as 
oe as Just the two of you do it. Come back in a month and 
dep know what happens." This was remarkably successful in 

ng up the child's alliance with his mother. When we 
analyze the situation, we see that the psychiatrist acted in the 
role of physician to the father advising him to try a procedure 
that would at least do no harm. For the boy, however, this re- 
e = a change in milieu and gave him an opportunity to 
ia e E to relate to his father without having 
more, father-son fcn fam acre ee ee 
dram Petyon 5a n e worked out and norms governing 
ihe qe. im B small subsociety. It is perhaps im- 
tellu ghisa, A. E didactic maneuver was not in any 
trist used neither à en Cdi prime P "i — 
sference relationship nor insight. By 
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the same token it cannot be called casework, as that also is 
essentially a dyadic verbal relationship with the goal of helping 
the client to find solutions to his problems.* It was, instead, a 
process in which the father was used as the therapist’s agent to 
change the child’s milieu and allow him to develop new ego 
organizations that included a relationship with the father. 

In one sense this is a simple “common-sense” counseling 
method. However, when knowledge of the theory of social 
systems lies behind the prescription, it ceases to be a common- 
sense move and becomes a part of the body of skills that we are 
calling milieu therapy. That this body is very slight is pointed 
up by our selection of a child with a temporary problem as an 
example of the use of the therapeutic milieu in the com- 
munity. We have not yet used such a technique with a psychotic 
patient. 

The second maneuver is the introduction of someone new 
into a milieu, the removal of someone from it, or the altering 
of its boundary conditions. An example of the first was worked 
out by a colleague + for the treatment of autistic children. He 
prescribed the addition of a good-natured, feeble-minded girl 
of eighteen years to a family group as a constant companion to 
the autistic child. He reasoned that a mildly defective girl 
would be able to maintain interaction with the child because 
she would not be dismayed by his deviant behavior and his low 
level of feedback. He assumed that the constant interaction 
would help the child to get in contact with others. Furthermore, 
the presence of the “sitter” would allow the distraught mother 
to withdraw some of her attention from the child. This use of 
the persistent, outgoing, uncritical characteristics of a mildly 
defective girl proved effective. We assume, moreover, that inter- 
acting with such a girl in a clinic or day center would not have 


of a definition given by Helvi Boothe, for 
al Services for the Menninger Foundation. 
w a practitioner in Calgary, Alberta, Canada. 


* This is a paraphrase 
many years Director of Soci 
+ William F. Hanley, no 
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been so effective because the intense Xelationshap between = 
mother and the child could not have been so diluted. As it was, 
the whole social and psychological field was altered. 

Macmillan and Lionel Cosin * both remove senile patients 
from their homes for short periods as a therapeutic maneuver. 
To take them into the hospital for “holidays” seems to enable 
relatives to endure the stress of caring for them, because the 
relatives can anticipate periodic respites. On the surface, this 
looks as if the milieu therapy was being dispensed to the rela- 
tives, but in fact their tranquillity is necessary if the senile 
patient is not going to be confused and irrational. 

The changing of the boundary conditions around a 
social system is often advised on a common-sense basis: middle- 
aged women are advised to go to work, overprotective mothers 
are advised to allow their youngsters more freedom to come and 
go unsupervised, and fathers are advised to try to get a job that 
does not include traveling. There are good theoretical reasons 
why all these changes should work, and we can anticipate that 
eventually their efficacy will be more firmly established. 7 

The third general category of intervention into the milieu 
is the addition of some needed concrete support—sometimes 
through other agents. Such things as removal of a family from 
a slum to public housing can, on a common-sense basis, break 
up vicious circles of deviance, It is said that the ambulance 
teams who give continuous emergency service to the City of 
Amsterdam always carry money and that they very often find 


that an acutely psychotic patient can be calmed by the immedi- 
ate resolution of a financial crisis. S 
areas h 


ices, su 


ocial workers serving slum 
ave told us that in many cases immediate concrete serv- 
chas getting new shoes for the children or medical care 
for the mother, can restore a temporarily disorganized situation. 

We shall now turn to a consideration of the family as a 


social system that provides an important milieu for everyone 
at certain times in his life. 
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THE FAMILY 


The family has two basic functions: the socialization of the 
young and the management of tension in adults. Although the 
latter function can be found elsewhere, no efficient substitute 
for the first seems to have been discovered even though a con- 
siderable literature debating the universality of the family as 
a socializing institution exists.* 

First we shall deal with some persistent myths about the 
family that do not appear to be true, then we shall discuss some 
that have been discovered to be related to 
length of onset of mental illness, hospitalization, and likelihood 
to relapse. Finally, we shall suggest ways for using families to 
expedite ego restitution, and speculate about possible struc- 
tural equivalents for certain family constellations. 

Little of what we know through research into the relation- 
ship between the mentally ill and their families has been put to 
therapeutic use because society places such a high value on 
family life that we are unwilling to tamper with its operation, 
even when it does not work well. However, our strong values 
about the family do not preclude ambivalence. It has been 
easy to accept the idea of the rejecting, overprotecting mother 
whose relationship with her child is intimately tied up with 
the onset of his schizophrenia, even though the evidence of 
such a uniform behavior pattern is less than completely satis- 
factory. The other side of our ambivalence shows up when 
those who accept this idea without question make great efforts 
to insure that a patient does not lose his family role when he is 
admitted to a hospital. It is rarely that any thought is given to 
returning a patient to anything but his own family when that 


family is willing and able to take him back. 


family patterns 


* See, for example, numerous selections in the collection of Bell and 


Vogel.* 
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Unfortunately, we have less information about what goes 
on in good homes than what happens in bad ones. Most people 
feel that their own childhood homes were in some way im- 
perfect settings for the socialization of children, and psychia- 
trists themselves, to hear them talk sometimes, do not always 
feel certain that they are really filling their children’s needs. 
The ideal home may well exist only as a cultural myth. Divorce, 
for example, is often said to be breaking up homes and causing 
malignant environments for children, but never has a larger 
proportion of the population been married, and, moreover, 
a minority of divorces occur during the period of socialization 
of children. If they do occur, the family is usually soon recon- 
stituted through remarriage. It is relatively rare, outside of 
certain subcultural groups, to find a child being socialized in a 
family in which both parents, or surrogates, are not present. 
There is no real basis for thinking that family life has col- 
lapsed. 


It probably was our mixed ideas about the virtues of family 


life that led us, in some places, to develop "family care" pro- 


grams for the mentally ill. Patients were thought of as being 
happier in private homes than they would be in hospitals, just 
as children were thought of as being happier in foster homes 
than they would be in orphanages.* Patients assigned to family 
care have usually been Stable, desocialized, chronic patients. 
Implicit in the assignment has been the assumption that the 
patients Were not going to improve. In spite of this, they often 
have improved somewhat. In view of the fact that the families 
providing Care are not usually taught how to structure the 
milieu, the improvement of the patients assigned to them speaks 


———SS BáÜÓ—— 
* TNT 5 . 
with p are dissimilar. It seems clear that a child must interact 
socializati eg pera of normatively grounded adult role holders for 
on to be complete. It is not clear that this is always necessary 
for ego repair in adults, 
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more for the poverty of the hospital than for the excellence of 
the family as a therapeutic instrument. 

Malzberg (see Social and Biological Aspects of Mental Dis- 
ease) in one of the more vigorous inquiries into the association 
of various forms of family life with mental illness, showed that 
the proportion of married men admitted to mental hospitals 
was smaller than the proportion of single men so admitted; 
whereas the proportion of married women was greater than 
that of single women. However, widowed or divorced women 
were even more disadvantaged. And Malzberg attributes the 
higher rate of admission among single men than among mar- 
ried men to the same cause as the failure of these single men to 
marry: he thinks it is because they are already inadequate 
owing to their illness. We have noted previously (in Chapter 4) 
a group of male schizophrenics discovered in our own re- 
searches who were mainly unmarried, whose illnesses had 
persisted for many years before hospitalization, and who were 
occupationally inadequate (see Cumming and Miller, "Isola- 
tion, Family Structure and Schizophrenia") Most of these 
men were dependent on parents Or older siblings. Since they 
had never worked effectively, there seemed to be little expec- 
tation that they would ever do so. Those men who had the 


longest elapsed time between the onset of their illness and 


their hospitalization were very frequently found to have a 
f their own age. It is pos- 


sister who was within five years o 
ical socio-emotional 


sible that these sisters were playing a typ! io 
the tension arising 


role and were thereby neutralizing some of i 
ult child within the family. 


from the presence of a dependent ad 
s have shown that a group 


George Brown ? and Morris Carstair: 
of rehabilitated chronic schizophrenics had a better prognosis 


if they went to the homes of siblings or to lodging houses than 
if they returned to their wives or mothers. Howard Freeman 
and Ozzie Simmons ° showed that returning to the parental 
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home was associated with a poor social d bec pa 
our tentative findings seem to indicate !? that dise hargi dm 
tients who have regular visiting patterns with sisters; 2 ni 
nieces are less likely to feel stigma from their pt nd 
than those who visit with mothers, who visit with male 2 
only, or do not visit at all. There is increasing -n e^ 
the sibling type of bond, characterized by sociability with à 
intense obligation, is of benefit to those who have been psy 
chotic, and especially to those who have been schizophrenic. 
We have mentioned before that those who have never 
worked seem to be able to keep a role in their family of orien- 
tation. However, among married men who, for a period at 
least, have been occupationally adequate, stopping work pe 
precipitates hospitalization, even though symptoms pa fon 
objectively no more prominent than they were formerly. à 
being able to work is not in itself a symptom of mental illnes , 
but in this Society more deviance seems to be overlooked if a 
man can perform adequately in his central work role. . 
In many cases where there has been a long history of in- 
strumental inadequacy, hospitalization results not from x 
dramatic change in Symptoms but from the fact that the family 
itself changes through time. For the single man, parents become 
older, retire, and eventually die. Siblings marry and leave home, 
and with these changes the family loses its holding power—that 
is, its ability to absorb and contain deviance. A married woman 
who is inadequate may continue to be supported by her Hue 
band for long periods, but this task may increase with the birth 
of each child—especially if she has no relatives to help her. 
Hospitalization for such a woman may depend, for example, 
on the spacing between the second and third child or upon the 


* This does not Seem to be true for those who had suffered poe ; 
fective psychosis, They seemed actually to benefit from the wi 
and affective relationships which schizophrenics find impossible to li 
with. 
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death of her mother who has done her housework for years. 
For many inadequate women there seems to be a “last straw": 
the ego dedifferentiation that accompanies adding new people 
to the highly cathected group is always a minor crisis, but when 
there are heavy role demands, and no outside support, it may 
lead to total disorganization or the exacerbation of underlying 


ego deficits. 


Although the family is one of the major supports that can 


prevent hospitalization, it may also contribute to tensions that 


show themselves in symptoms. In addition, when the family 
decides that further control of a deviant member is needed, 
they seek it in certain orderly ways. Inferences can be made 
from our own work * that those family members with a diffuse 
obligatory bond to the patient—such as spouses or parents—first 
attempt to control his deviance. When they fail, there is a 
period when kin with sociable ties—such as siblings, and es- 
pecially sisters—attempt to support him. If this fails, it is those 
who are responsible for the patient who urge him into the hands 
of the physician or the priest, and ultimately into the hospital. 

This pattern of sociable kin giving support while respon- 
sible kin exercise control of the deviant tends to confirm our 
finding that sisters and sister-surrogates are vital to the main- 


tenance of the status quo. 
We have noted that patients who go from their families 


to the hospital usually return to their families at discharge. 
When hospitalization has resulted from the aging of the family, 
the family no longer has the powe? to give the patient the sup- 
port that he needs, nor the ingenuity to place him in situations 
where he might become more competent. Freeman and Sim- 
mons (in «Mental Patients in the Community: Family Settings 
and Performance Levels”) have commented that some dis- 
charged patients live on “one-man chronic wards.” In such 
situations, the family will need training 1n order to support 
the ex-patient at an adequate level of ego organization. 
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In the light of the things we know about the abilities of 
families to contain psychotic members, it is possible to propose 
certain ameliorative actions—that is, to use some members or 
members-surrogate of the family as the therapist’s agents. 

First, it is possible to capitalize on what we know of the 
role of sisters and other female relatives in the control of 
deviance. However, let us digress to discuss these female kin 
in a little more detail. They can be thought of as differing from 
mothers and wives in important ways. Spouse and parent-child 
bonds involve the patient in the complicated system of com- 
munication and reciprocal action that must go on between 


people playing complementary roles. For example, work must 


be divided into “men’s work” and “women’s work'—often a 


subtle distinction requiring well differentiated cognitive sets. 
In contrast, the sibling bond is essentially the solidarity of 
people of similar history, goals, and background. To use the 


same example, if the siblings are of the same sex work can be 
allocated on rational or expedient bases 


the relationship is not defined in terms o 
behavior. 


being m 
ship req 


; if they are not, as 
f sex-role appropriate 
y its integrity does not depend upon specialization 
aintained. In a similar way the parent-child relation- 
uires an articulation of superordinate-subordinate role 
expectations that the sibling relationship does not. 'This means 
that in the sibling relationship or one that is defined as essen- 
tially egalitarian and redundant—in the sense that no particular 
division of labor is expected—there are fewer Opportunities for 
misunderstanding and failure, less intense involvement and, 
hence, affect, and more freedom for the expression of the 
tension-reducing aspects of the socio-emotional role. 

In the study cited previously in which patients who have 
sisters and more distant female relatives available are less liable 
to feel stigmatized by hospitalization, we concluded that such 
women are able to help the patient formulate a reason for 
hospitalization—overwork, nervous exhaustion—that restores 
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his self-esteem. In one sense these women are like the ward 
staff: they are committed to the patient’s welfare but are not 
over-involved with him. This may be the underlying reason for 
their success in playing the socio-emotional role. 

How then can we use this information? We could advise 
certain changes of family structure to include a sister or more 
distant female relative, but this is seldom practical. We can 
send a public health nurse as a regular visitor to the household, 
especially if she has had some training in the care of the mental 
hospital patient. If she visits twice a week she might be able to 
solve many of the practical problems that are so often the bane 
of the families of the mentally ill, and also to lower the ten- 
sion generated by the hospitalization, thus freeing the patient 
from the anxiety that keeps him from using his ego resources. 
She then assumes a role that may have the same end result as 
the sister’s. 

Certain other strategies are possible. Br 
have shown that if the mothers of male schizophrenics work, 
the son has a better chance of staying out of the hospital. Such 
mothers might well be encouraged to work and leave the patient 
to solve certain structured problems on his own—perhaps with 
the help of a “philosopher, guide and friend” from the hospital. 

In general, there seems reason to believe that depressed peo- 
ple, and possibly alcoholics—who do better on wards where they 
must care for others—and even some schizophrenics are better 
if they have someone who looks to them for support and help. 
Acting on the theoretical proposition that both seeing them- 
selves mirrored as competent people and strengthening and 
differentiating ego organizations through use are good for an 
ego-damaged person, it might be useful to introduce into the 
homes of certain depressive women, someone who requires 
care—for example, an old aunt, a new immigrant, or a foreign 


student. 
There is a wide ran 


own and Carstairs 


ge of role shifts possible, and there is 
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also the possibility of temporary dissolutions of the ned 
structure, so that vicious circles causing persistent ee 
feeling can be broken up. This may be especially helpfu ^ 
the ego disorganization and poor differentiation that we ca 
"paranoid," but this is speculation. 


Finally, it should be possible to use substitute family struc- 


Y to develop this point a little more 
above, there is no compelling suldenes 
for the existence of an innately “schizophrenogenic mother 

ce 12, 13, 14 that certain patterns of aga 
action and certain role relationships will result in the condition 
known as "schizophrenia," Some of these relationships are 
characterized by an inability of the patient to act and an over 
willingness of the mother to act on his behalf. Yet the historical 


bad job.” At any rate, such mothers 
“genic,” and as the mothers of schizo- 
hese women in their attitudes toward 
reasonable to imagine that their be- 
nd has, over time, developed a vicious- 


cannot be called “defecto 
phrenics often resemble t 
their children, it seems 

havior has been learned a 
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circle quality. Their behavior then produces malignant results 
when outside efforts to help the patient toward independence 
meet their learned patterns of making his decisions for him. 

However, it is possible to relearn, and our proposal for 
an exchange of matched schizophrenics is based on this possi- 
bility. The patients must first have been treated in a therapeutic 
milieu so that they have had opportunities to see themselves 
mirrored back in “normal” role relationships. For this reason 
it might be advisable to retrain the mother by putting a normal 
person of the patient’s age into the home. Perhaps a college 
student would be willing to try this role in exchange for board 
and lodging. If the mother could learn to interact with this 
surrogate, she might, with careful instruction about how to 
behave, take a substitute schizophrenic. If the mother is taught 
to behave in somewhat the way aides and nurses do, and is told 
why it is important, she may learn to take satisfaction in seeing 
the patient succeed. Whether or not this retraining would ever 
carry over to the mother’s own child would depend on a bal- 
ance between the redintegration of historical attitudes and 
affects and the potency of the new pattern. At any rate, such an 
experiment could throw important light on some of our 
problems in the social rehabilitation of schizophrenics and 


on the plasticity of family interaction patterns. 
We shall return now to a discussion of other community 


milieus. 


OTHER ENVIRONMENTS 

We have stated before that both the school and the job 
milieus in which ego-restorative forces 
quitous. We say this because we as- 
lf in ways that tend to 
h satisfactions 
hat any 


are pervasive, influential 
can be expected to be ubi 
sume that any society organizes itse 
control individual deviance and generate enoug 
to stabilize ego structure. It is therefore unlikely t 
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major institution will be ego-damaging as such. It may assume 
values that we detest, as in the Nazi school systems, or that 
we deplore, as in the “soft” schools, but it does not, for this 
reason, injure ego organization or structure. Therefore we as- 
sume that only rarely do vicious circles of ego-damaging inter- 
action arise in society’s major institutions. In fact, schools, with 


their graded series of problems, are the prototype of growth- 
inducing institutions. 


mmunity. A recent study of our 
own carried out in an industrial city 18 showed that there are 
pools” of “seriously disturbed” 


ng agencies—the shelters, the probation depart- 
- When the workers in these en- 
about these people, they com- 
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train the community agencies to “make good referrals.” * Ex- 
amining this overdetermined problem further, it looks as if 
highly trained workers have skills for dyadic therapies only, 
and as if they evaluate therapies of this kind—particularly if 
they involve insight—higher than giving advice or concrete 
help. 

There does not seem to be any reason to believe that these 
highly trained people will soon undertake to treat seriously 
ego-damaged people, because the dyadic verbal therapies that 
are the primary skill of these professionals do not seem to 
work well on ego-damaged people. It seems evident that treat- 
ment for these people will have to be given in the environments 
to which they filter, and by those who already work with them. 
This does not mean that these workers should be given psy- 
chiatric training, however, because this equips them to give 
dyadic verbal treatment with the result that they join an 
agency that does not treat the seriously ego-damaged patient. 

We shall now make a few suggestions about the roles of 
welfare departments, police, and public shelters and say a few 
words about the special case of the general hospital. 

Any service that reduces physical or social disorganization 
helps to maintain ego function, as we pointed out in Chapter 5. 
Thus, homemaking service to overworked mothers can help 
just by restoring physical order. The police already perform a 
supportive function for ego-damaged people. Researches of 
our own show that much of a policeman's routine activity is con- 
cerned with clarifying ambiguities and restoring temporarily 
disorganized situations to the status quo ante. Policemen say 


* One is reminded ironically of Frank's description of the shamans 
who, ". . . usually are adept at distinguishing illnesses they can treat 
successfully from those that are beyond their powers, and they manage 
by one means or another to reject patients with whom they are likely to 
fail. This enables them to maintain a reputation for success which, by 
arousing favorable expectancies in the patient and the group, undoubt- 


edly enhances their healing power.” 16 
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that they only act to prevent the law from being broken, and 
whether or not this is true is impossible to tell. If, for example, 
they are called to a house in a slum area where a family fight 
is in progress, they are able to describe clearly the protection 
that the law offers to the various people involved, point out 
the consequences of their actions, and in many cases, apparently 
through their symbolic role as keeper of the norms, restore 
equilibrium. 

Recalling that the police in Kansas City felt that they had 
learned a lot from their training in the hospital, we can guess 
that it would be reasonable to train policemen in simple tech- 
niques for calming disturbed people. However, police are 
basically controlling agents and should not be put into con- 
flict by being asked to act also as supportive ones. Their job 
of control could be easier if they had a little more skill in 
providing temporary structure in chaotic situations. On the 
telephone, in the station, and from the prowl car, police already 
give out to citizens an enormous flow of cognitive, orientating 
information about the expectations of society and the sanctions 
that will follow certain acts. For people in severe doubt about 
the nature of reality-in our terms, with temporarily dedif- 
es a x certain amount of ego disorganization— 

1 . ght make all the difference between acute 
disorganization and a return to equilibrium. 

„We have dwelled on the positive contributions of the 
police; there are cases where they inflict ego insults, especially 
when citizens have violated their strongly held norms, but in 
general they appear, from our studies, to contribute considerable 
stractire to the types of environments in which numbers of 
seriously disordered people find themselves. 

_ Departments of public welfare have a constant clientele 
of inadequate people, many of whose ego organizations are 
neither complex nor various enough for independent living. 
Welfare departments, on the whole, stigmatize recipients and 
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are oriented to making sure that assistance is not undeservedly 
received. Because of this, applicants must give evidence of 
being without means, and without an ability of getting means, 
before they can be helped. For people in precarious states of 
ego organization, the proof of need is the proof of inadequacy. 
Furthermore, for people of adequate ego structure caught in an 
economic slump, this process can be, as we know from many 
studies, undermining.* It must be remembered that the stigma 
attached to helplessness is fundamentally related to society’s 
inability to tolerate too much deviant behavior. Economic in- 
adequacy is particularly stigmatized in this society, probably 
ur materialistic emphasis. We cannot expect society's 


because of o 
but enlightened self-interest 


agents to welcome dependency, 
alone would suggest that ego-damaged people be removed to 
situations that resemble the work program described in Chapter 
11. This is, of course, a matter for legislation, but there seems 
very little doubt that our method of handling inadequacy to a 
defeats its own purpose, and the pool of ego- 


large degree 
ple in the community is increased rather than 


damaged peo 
diminished by these methods. 

There are agencies in all communities that give support 
and advice to a large group of people who have marginal ego 
adjustments. These are the public health nursing agencies, the 
medical agencies, shelters, and family services of some welfare 
departments and of some religious groups. These workers could 
probably be taught more skills for helping their clients to solve 
their problems, and, indeed, we know that many of them would 
welcome such additional training. We ourselves have given 
intensive academic and field training 17 to a group of public 


* Attempts to set up special intensive treatment units for a special 
few welfare clients point up the conflict in the professional worker's mind 
over who should receive the service they are trained to give. It is inter- 
esting, too, that this type of special service, by picking out a select group, 


further stigmatizes the remainder. 
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i i d their staff nurses to prepare 
oe ee a from state mental pas 
t aa seem to be any real reason to Bri dpi 
is who work with ego-damaged groups cannot ipn 
ira nd higher pitch of usefulness without giving 


re hopeful 
kinds of skills that make them eager to handle the mo 
and better-integrated patients. 


h 
m suc 
1 to erfor 

trained to p baths, OF 


around the ward 
this one contact y 
nursing patients b 
days of being trea 
ing of unreality t 
With visitors fro 
Cupation with s 
ing coupled wit 
the impression 


ke only 
to all the patients and perhaps iie not 
vith patients. Nurses in this - ur severa 
ut, rather, performing functions. A lop a feel- 
ted in this Way, a patient can -— dem 
hat may not be counteracted by en s preoc- 
m outside. In such situations, an ai xb tak- 
ome specific function such as tempe an create 
h her lack of training in bedside s o to 
that she is bored by her patient or indi 
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him. The aide, however, may feel awkward in any but the tem- 
perature-taking role. After a few days a patient can get the 
uncomfortable feeling that he is only an adjunct to the thermom- 
eter; he does not have an acceptable identity mirrored back to 
him and diffusion feelings followed by depression or deper- 
sonalization may set in. Only if a patient is not very ill and is 
of robust temperament can he interrupt an aide's routine long 
enough to tell her, and hence bimself, who he is and what he 
is doing there. 

Sometimes, under such a system, mistakes can further un- 
dermine the ego. For example, the food trays get into the wrong 


rooms because the aide who takes them around is not quite 


certain of the patients' names and the numbers are written 
one else's name on his 


unclearly. The patient, seeing some 
onder whether anyone in the hospital knows 


tray, may well wi 
who he is, whether his doctor reads the proper chart, whether 
h his welfare, or whether, as it seems, 


anyone is concerned wit 
the hospital simply exists to get à series of fragmented tasks ac- 


complished. 
n of the general hospital because, although 


We have spoke 
it is a structured milieu, it serves large numbers of patients 


from many kinds of backgrounds and is sensitive to community 
ure. Our own interest is directed toward an understanding 
of how to change ego-undermining to ego-integrative forces 
without major changes of resources. There is, of course, a great 


e about general nursing and the reader is 


amount of literatur 
referred especially to the work of Orlando (see The Dynamic 


Nurse-Patient Relationship) and that of Esther Brown. 

This chapter has been wide ranging and disperse because 
our knowledge of the therapeutic potential of natural milieus 
is fragmentary and our skills almost totally unvalidated. In the 


concluding chapter, We shall try to tie up some theoretical and 


practical loose ends. 


press 
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CHAPTER 13 


Loose Ends 


ee 


In this final chapter we shall try to tie up some loose ends 
and open up others by indicating some ambiguous areas, by 
discussing some ethical points concerning the practice of milieu 


therapy, and by giving some indication of where the theory 
seems to have its major usefulness. 


THEORY 


It seems obvious that our theory rests upon a concept of 
the nature of man which is somewhat different from that un- 
derlying the theories of the insight therapies. In general, the 
latter seem to assume that the valued man is, in many ways, a 
hidden thing to be revealed only under propitious circumstances 
—and perhaps never. Perhaps it is the same set of assi pons 
that leads to the belief that there are “mute inglorious Miltons 
among us. These are theories of the secret side of man, and it is 
interesting. that they were developed in an atmosphere of 
interest in and concern for the inner anguish of patients. 

Our theory is based on an assumption that the valued man 
is his act, and that there is a continuity between the inner and 
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the outer man such that every time he acts he acts in his en- 
tirety. This may be a result of our concern with disorders grave 
enough to stifle rational and social action, and our concern with 
providing the basic minima of social survival. It may be pos- 
sible to combine these assumptions so as to reach a stronger 
theoretical position. At any rate, it is obvious that there are 
many assumptions that can be made about essential man, and 
ours is only one of them. 

Our theory is in some ways a traditional biosocial theory 
embracing assumed neurophysiological substrata, congenital 
temperament, emerging biological stages, developmental crises, 
and the interactional aspects of personality. For schizophrenia, 
this seems roughly satisfactory, although we have not dealt with 
the issue of whether or not milieu therapy is thought of as 
curing schizophrenia. At this stage, it is not. Rather, it is thought 
of as arming the schizophrenic with skills that make his deficits 
less catastrophic. We do not feel, for example, that milieu 
therapy can alter an extreme reactor temperament in a patient, 
but it may provide him with instrumental and social skills suf- 
ficient to render his basic temperament less painful to himself 
and to others. 

On the whole we must remember that our knowledge of 
Severe schizophrenia has been limited to its course in a hos- 
pital, and prognoses have been based on the ability of a patient 
to remain outside. We have no real knowledge of the extent or 
distribution of the “one-man chronic wards" that Freeman and 
Simmons have described. Until we have tried to treat this great 
ego disorder outside hospitals and have turned our best efforts 
to caring for it in more normal social contexts, we cannot come 
to any firm conclusions about its curability. 

It is assumed throughout this book that the synthetic and 
executive functions of the ego are inseparable and that change 
in one function affects both. Nevertheless, we have developed 
the theory almost exclusively in executive function terms, and 
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in this sense it lacks symmetry. In general, the theory is most 
powerful in accounting for ego damage that clearly affects 
instrumental function. The theory is least complete where 
damage can be most economically described in synthetic func- 
tion terms. Therefore, though the ego is viewed holistically, it 
is obviously not so in any simple sense, and this is an open area 
in the theory. 

Finally, we have said nothing about insight, and this is a 
reflection of the pragmatic origins of the theory. Insight, how- 
ever, can be thought of in two ways: it is either a goal, or it is a 
means. As a goal, it is subsumed under the absolute value that 
knowledge—more particularly knowledge of man—is good. If, 
with Fromm, we agree that man is at his best when he is most 
human, then he will be at his best when he is best attuned to 
himself. But problems arise. The Socratic “know thyself" was 
not an exhortation to self analysis as such but rather to “know 
thyself in order to know mankind." Can mankind not be known 
ás well by reading Dostoevski? Is seeing clearly inward some- 
times so beguiling that it detracts from the gift of seeing out- 
ward? These problems spring up around the question of 
whether or not insight is in itself good. 

, The more important question, from the point of view of 
tliis book, is the efficacy of insight. There may be a range of 
disorders for which short-term, symptom-directed, psycho- 
analytically oriented therapy will always be the most effective 
treatment. However, it may be possible to develop refined 
combinations of the two therapies that surpass either of them. 


THE PROBLEMS OF EVALUATION 


Appraisal of milieu therapy has scarcely begun, but it can 
benefit from the problems that have confounded attempts to ap- 
praise the individual therapies. It is curious that although 
psychotherapists seem universally enthusiastic about their 
clinical successes, no evaluation seems to bear them out. As 
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Alexander Astin 2 has pointed out, hope for proof of efficacy, 
high in the early days of psychotherapy, faded when the results 


of appraisals started to come in. Finally, many therapists, ap- 


parently as clinically optimistic as ever, retreated to a safer 


position and declared psychotherapy to be its own justification. 
Many other therapists, among them members of the research 
section of the Group for the Advancement of Psychiatry, believe 
that the failure to demonstrate the gains made in psychotherapy 
lies with the type of study undertaken. They contend that we 
do not yet know how to appraise the results of psychiatric treat- 


ment. 
Milieu therapy shi 
“unproven” status. However, 


ares with individual therapy the latter's 
the former's problems are a little 


different. Whereas psychotherapy sets out to make "basic"— 
that is, intrapsychic—changes, usually expecting social improve- 
ment to follow, milieu therapy sets out to make social changes 
and trusts that ego growth will ensue. For this reason, it is 
easier for milieu therapists to evaluate their proximal product. 
Accounts such as those of Barnes, Freudenberg and Bennett, 
Brooks, and particularly Wing and Brown, in the works cited 
in this book, are a big step in this direction. Another type of 
evaluation based on measurements of personal and social at- 
tributes is being undertaken by Richard Sanders + and others. 
However, two serious problems remain, of which the first is 
easier to solve than the second. The first problem is that the 
terms “milieu therapy" Or “therapeutic community” as gen- 
erally used mean nothing. Because Jones has an inventor's claim 
to the latter term, it sometimes refers specifically to his rather 
highly specialized technique, but otherwise labels seem only 


to mean something vaguely benign in intent. Often, as we have 
out in the jntroduction, they refer simply to the ad- 
herapy a day or perhaps the ad- 
It is interesting, too, that many 
ilitation programs 


pointed 
dition of one hour of group t 


dition of patient government. 
of those who have developed successful rehab 
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are as reluctant to describe the day-by-day process as the psy- 
chotherapists are to submit to observation. It is therefore im- 
portant to develop a standard way of discussing the milieu— 
perhaps in terms of such things as hours of structured activity, 
content of ward program, and allocation of decision-making 
authority. 

The second, and more difficult, problem of evaluation is 
the estimation of ego growth resulting from the therapeutic 
milieu. It is our clinical belief that such growth occurs, but we 
are sobered by the continuing faith of the psychotherapists in 
the face of negative evidence. However, until an attempt is 
made, we shall not know the power of our theory. 


ETHICAL CONSIDERATIONS 


From time to time milieu therapy is termed “brainwash- 
ing,” and, therefore, it is relevant to distinguish here between 
these two techniques. They have one important element in 
common: the use of group theory to achieve an effect. The im- 
portant difference between them is that brainwashing rests on 
the belief that means are justified by ends, whereas milieu 
therapy assumes that means determine ends. Every maneuver 
used in a milieu program should be able to stand upon its own 
feet as a reasonable therapeutic act, doing no harm and, hope- 
fully, doing good. The goal of treatment is to allow a patient to 
return to society able to conform if he chooses. 

Not far under this discussion lies the question of values. 
It has been argued by those favoring dyadic therapies that 
milieu treatments merely use a patient’s vulnerability to change 
his value system. There is truth in this, and we have discussed 
this fairly fully in Chapter 8. However, it is our belief that 
every time people interact, or fail to do so, somebody's values 
will be modified; that is the nature of social life. When the actors 
are on equal terms, in the sense of having equal control of in- 
formation and equal status and power, the process of change 
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may be reciprocal; when they are not, as when adults interact 
with children or well people with sick people, the change tends 
to be more markedly in one direction. However, we see no rea- 
son to believe that a two-person relationship, in which one mem- 
ber is intensely involved with another because the latter is a 
symbol of past relationships, is any more immune from this 
value-creating, value-changing process than a group relation- 
ship is. Evidence, of course, would be most welcome—one way 
or the other.* 

In the end, the moral and ethical problems surrounding 
the use of any therapy seem to be inexorably tied to the medical 
ethic. There may be shades of difference in the ideal “well man" 
in the minds of different kinds of therapists—that is, some may 
strive for autonomy sufficient for participation and others for 
participation sufficient for autonomy—but in the end both are 
bound by the ethic that says that it is toward the patient's 
welfare that all these efforts are directed. The problem of 
determining whose concept of his welfare should be used is 
endemic in the healing and helping arts. As moral and ethical 
beings, these are the problems we face and must solve as best 
we can. Our own position, we hope, has been made clear in 
this book. In essence, we see the goal of therapy as enabling the 
patient to be, as far as he is able, free to act in accordance with 
ideas and values he has chosen to conform to. 

We turn finally to the practical aspects of this theory and 
make two points—one specific and one general. Specifically, we 
take no cognizance in this book of the problem of the ego state 
of the ward staff member or the milieu therapist. It is interest- 
ing that the specifications for ego growth—the solution of many 
problems in a protected situation—suggest that the ward staff 
of a successful program will develop immensely strong egos. 


* Jerome Frank in Healing and Persuasion proposes that the psycho- 
therapist trains the patient to his point of view in a process of operant 
conditioning. 
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It would be interesting to know if they do. Perhaps, if the ward 
staff could be compared on several indexes with employees of 
similar rank in noninteractive occupations, we would know 
more than we do now about the validity of this theory and, 
fortuitously, more about personnel selection. 

From the practical point of view, the most important 
matter is the relationship of milieu treatment to the logistics of 
treating the total population of the mentally ill. As we have 
observed in Chapter 12, our own researches have shown that 
the more psychiatric education any group of people receive, 
the more they will limit their attention to the least ill. The 
Joint Commission's report on manpower trends ? gives an ex- 
planation of why this is so. The techniques of teaching, and 
the conditions under which psychiatry is taught, lead inevitably 
to private and limited practice. The Commission's manpower 
report is itself a lucid statement of this problem of the increas- 
ing gap between a mildly impaired group receiving a great deal 
of service and a seriously impaired group receiving a minimum. 
There is no reason to believe that this situation will be 
ameliorated in the measurable future as the centers of training 
are largely organized and run by practitioners oriented to one- 
to-one therapy in a private situation. 

It is possible that a resolution might come from the transfer 
of a considerable body of psychiatric practice to the field of 
public health. There is no doubt that there will never be 
enough practitioners to treat all of the mentally ill one at à 
time because of the length and social cost of the training period. 
Nor does the model of individual medicine apply uniformly 
to the practice of psychiatric medicine. Its major problems are 
organization of care, techniques for treating large groups of 
people, and rehabilitation. In addition, a public health orienta- 


tion seems suitable to the control of illnesses that are basically 
social in their definition and consequences. 
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We are convinced that this or some other theory based on 
social interaction is essential for understanding and conquering 
the great illnesses still beyond our control. In the end, as Kurt 
Lewin said, there is nothing so practical as a good theory. 


References 


+ Erich Fromm, Man For Himself—An Inquiry into the Psy- 
chology of Ethics (New York: Rinehart, 1947). 

? ALEXANDER W. Astin, “The Functional Autonomy of Psycho- 
therapy,” American Psychologist, 16 (February 1961), 75-78. 

3$ Some Observations on Controls in Psychiatric Research, Re- 
port No. 42 (New York: Group for the Advancement of Psychiatry, 
May 1959). 

* RICHARD SANDERS and others, “Social Treatment of the Male 
Chronic Mental Patient” (paper read to the Annual Meeting of the 
American Psychological Association, New York, 1961). 


5 Grorce W. ALBEE, Mental Health Manpower Trends (New 
York: Basic Books, 1959). 


276 


INDEXES 


Subject Index 


ce 


Acting out, 220 
Action for Mental Health (see also 
Joint Commission on Mental 
_ilness and Health), 135 
Activity as therapy, 218-218 
Adaptability, 83 
Adaptation: 
as appropriate performance, 18 
definition, 35, 36 
influence on environment, 16, 18 
and migration, 49, 50 
Adjustment, 18 
Admission to hospital: 
procedures, 203-213 
ambiguities in, 206, 207 
in clinics, 213 
and ego organization, 207, 211 
and egotized objects, 212, 213 
and legal identity, 211 
and patient government, 210 
and transition crisis, 207 
and ward culture, 210 
Affect: 
and ego organization, 39 
in interaction (table), 41 
Aftercare, 225 


Aggression, 178 
Aides (see also Nurses): 
and patient groups, 238 
relationship with nurses, 156, 157 
role of, 156-158 
Alienation, 28 
American Psychiatric Association 
Achievement Award, 85, 86 
Amsterdam emergency service, 250 
Animal studies, 14 
Apathy, 40 
Arteriosclerosis (see Brain damage) 
Assumptions: 
of insight therapy, 268 
of milieu therapy, 268, 269 
Assumptive state (see also Hitch): 
definition, 54 
and ego organization, 61 
and process schizophrenia, 65 
Attendant (see Aide) 
Attitudes: 
of attendants, 172, 173 
toward mental illness, 169-171 
of nurses, 171, 172 
of staff, 117 


279 


280 


Authority (see also Decision mak- 
ing): 
aberrations in the structure of, 
124 
abrogation of, 130 
and the business manager, 130- 
132 
and communication, 115, 125, 
127 
contradictory lines of, 127 
and decision making, 110, 111 
delegation of, 113 
effect on social structure, 132, 133 
and ego restitution, 132 
of the medical director, 141 
and problem solving, 133 
and “spreading,” 134 
and staff distribution, 123 
theory of, 107-109, 134 
Authoritarianism, 110 
Auxiliary Roles, 161 


Beliefs (see Attitudes) 
Bereavement (see also Grief): 
as environmentally tinged crisis, 
47, 50, 51 
recovery from, 53 
severity of, 51 
types of, 50 
Biological energy: 
and ego development, 15 
and neurasthenia, 70 
Biosocial theory, 269 
Boston State Hospital, 206 
Boston Veterans Administration 
Hospital, 208 
Boundaries: 
of therapeutic milieu, 221-224 
manipulation of, 249, 250 
Brain damage: 
and ego poverty, 63-65 
and relearning, 65 
and therapeutic errors, 63 
Brain tumors (see Brain damage) 
Brainwashing, 272 


Built-in plan (see Epigenesis) 


Subject Index 


Bureaucratic organizations: 
democracy in, 110 
and impersonal relationships, 154 
and rational-legal authority, 109 
Business manager, role of, 132 
Butler Hospital, 120 


Castration fear, 11 
Cathexis: 
as ego feeling, 25, 26 
and loss of object, 36, 37 
Cerebrovascular accidents (see 
Brain damage) 
Character disorder, 70 
Charismatic authority, 109 
Chestnut Lodge, 217 
Chronic patients: 
and physical setting, 93 
preparation for work, 234-240 
Chronic Schizophrenia, 66, 67 
Clinics, outpatient: 
admission to, 213 
culture of, 179 
Communication: 
and authority, 115, 125 
and class structure, 194 
cognitive aspects, 185, 186 
and culture, 194 
distorted patterns, 129 
and ego damage, 190-196 
errors in, 3, 187, 188 
everyday problems in, 187-191 
latent, 186, 187 
modifier, 189, 190 
and orientation, 193, 194 
with patients, 191-196 
and schizophrenia, 189, 193 
and self concept, 195, 196 
and ward meetings, 115 
Community: 
agencies, 260 
as place of treatment, 246 
process of leaving, 203-206 
treatment in, 248-250 
Competence motivation: 
and ego sets, 33 
as primary attribute, 16 


Subject -Index 


Concretism, 67 
Conflict-free ego (see also Execu- 
tive function of ego), 13 
Conformity to ward norms, 177, 178 
Consultation with aides, 158 
Control (see Authority) 
Crisis: 
and accompanying affects, 28 
and adaptive responses, 55 
adventitious, 47 
of aging, 47, 48 
of bereavement, 47, 50, 51 
biologically tinged, 47 
definition, 54 
definition (W. I. Thomas), 36 
developmental, 19, 28 
environmentally tinged, 47, 48 
and growth, 47, 48 
of illness, 47 
of migration, 48 
nonresolution of, 53 
resolution of, 19, 20, 46, 56 
and therapeutic milieu, 57 
Culture: 
conflict and mental illness, 170 
and ego growth, 179 
of the hospital, 178-179 
and motivation, 17 
of outpatient clinics, 179 
patient, 174, 175 
and problem-solution, 
Cultural patterns: 
internalization of, 34, 35 
and physical setting, 95 
Custodial attitudes, 117 
Custody and physical setting, 91 


177, 178 


Day hospital: 
admission to, 203 
reasons for, 226, 227 
during discharge 225 
Death, 51 
Decentralization o 
Decision making (see also Au 


f authority, 113 
thor- 


ity): 
and goals, 110 


281 


Decision making (Cont.): 
location of, 110, 111, 112 
locus of, 117 
and number of staff, 124 
and role assignment, 138 
as therapy, 217 

Decisions (see also Authority): 
relation to clinical supervision, 

142 
right to make, 108 

Dedifferentiation of sets, 24, 36 

Democratic hospitals, 110, 111 

Depersonalization, 28 

Depression: 
and ego deflation, 27 
mechanism of, 68 

Depression, psychotic, 67-69 

Depression, reactive, 67, 68 

Developmental crisis, 46 

Deviance, control of, 108 

Differentiation: 
and ego damage, 64-69 
in ego growth, 23, 24 
and the milieu, 7 

Diffusion feeling (see also Ego feel- 

ing) 68 
Director of hospital, 113 
Disabled workers, provisions for, 
243 

Disaster, 52 

Discharge, process O 

Divorce, 252 


Doctor: 
role of, 142-144 


and ward meetings, 1 
Double bind, 188, 189 
Drive control, 61 
Drive theory, 15 
Drugs, 65 


f, 224, 225 


“Effectance Motivation,” 16 
Ego: 
and biological characteristics, 20 
and emergent problems, 20 
equilibrium states of, 39 

as "lifespace," 23 


282 


Cont.): 

M a t the milieu, 32 
theories of, 12-18 
vulnerability of, 39 

Ego ability: 
definitions, 43, 67 
and psychotic depression, 69 

Ego boundary: 
and affective response, 39 
concept of, 24-28 
and crisis resolution, 56 

Ego complexity, 23, 24 

Ego damage: 
acute, 203 ff. 
and communication difficulty, 

190, 191, 194, 196 
and hospitalization, 296 
and instrumental function, 270 
and psychiatric categories, 60 
typology of, 62 
Ego-damaged people, 
260, 261 

Ego dedifferentiation, 24, 28 

Ego deflation, 27 

Ego development, 13, 14, 17-19, 21, 
. 28 

Ego diffusion: 
as feeling, 20 
and migration, 49 

Ego disorganization: 
definition, 70 
and grief, 50, 51 
and migration, 48 
treatment of, 203 

Ego elements, 24 

Ego energy, 16 

Ego failure: 
and hierarchization, 67-70 
and self identification, 44 

Ego feeling (see also F 

and affect): 
and communication, 196 
description of, 24.97 
and role type, 73 
and temperament, 62 
and work, 232 


ecology of, 


go boundary 


Subject Index 


Ego function, 13 
Ego growth: 
paeem resolution, 13, 19, 20, 
28, 46-48, 56 
and culture, 179, 180 
and decision making, 217 
as differentiation, 23, 24 
as integration, 23, 94 
and motivation, 15 
and new experiences, 38 
problem of measuring, 272 
and vulnerability, 24 
and work, 233 
Ego identity: 
and affect, 20, 29, 40 
and communication, 195, 196 
definition, 42 
as fit with environment, 19 
and physical setting, 92 ff. 
relation to role structure, 167 
and time orientation, 94 
and types of environment, 40 
Ego inadequacy, 63-67, 189 
Ego integrity: 
and communication, 195 
and work, 230 
Ego organization: 
concept of, 32, 33 
and admission procedures, 207, 
211 
and assumptive state, 61 
changes in, 36, 37 
and communication, 195 
and crisis resolution, 56 . 
and diversity of nurses’ view- 
points, 149 
and environment, 46 
and patient government, 133 
and physical setting, 102 
and role type, 73, 74 
and schizophrenia, 65-67 
and the schools, 260 
and self-concept, 43, 44 
and social action, 34 
and social structure, 22, 23 
and temperament, 62 
and temporal organization, 94 


P 


Subject Index 


Ego poverty, 63-67 
Ego psychology, 4, 12 
Ego restitution: 
and authority, 132 
in migration, 49 
and the milieu, 71-77 
and nursing practice, 146 
Ego sensation (see Ego feeling): 
Ego sets: 
and crisis resolution, 56 
definition and description, 32-38 
differentiation of, 188, 189 
and diversity of nurses’ view- 
points, 149 
and milieu, 71 
and pathology, 64-67 
in problem solution, 55 
and role interrelations, 164 
and work, 231, 232 
Ego state, 264 
Ego strength: 
definition, 43 
and education, 17-19 
and problem solution, 19, 20, 55 
Ego structure, 13 ff. 
Egotized objects: 
and grief, 50 
and the therapeutic milieu, 
161, 212 
Empathy in nurses, 147 
Emergency services, 250 
Emergent capacities, 14 
Employers’ attitudes, 234, 235 
Environment (see also Physical set- 
ting): 
change of, 48 
and ego development, 22, 23 
and ego diffusion, 49 
and ego organization 
39 
impoverishment 
as reinforcemen 
48 
restoration of relatio 


160, 


and affect, 


of, 37 
t of self-concept, 


nship with, 


83 
stability of, 36, 37 
Environmental minima, 1 


283 


Epigenesis in ego development, 14, 
19, 21, 28 
Epilepsy, 64 
Equilibrium: 
between ego and milieu, 28 
interrupted, 47 
Eros, 15 
Ethics, 273 
Evaluation of milieu therapy, 271, 
272 
Executive function of ego (see also 
Conflict-free ego): 
definition, 14 
interdependence with synthetic 
function, 17, 18, 60, 269 
Existentialists, 18 


Family: 

as milieu, 251-255 

role learning in, 34 
Family care, 252 
Family structure, 253-259 
Freedom of patients, 113 
Freudian theory, 13, 16 


GAP reports (see Group for the Ad- 
vancement of Psychiatry) 
General hospitals: 
and ego state, 264 
and the therapeuti 
Generalized other, 21, 22 
Glenside Hospital, 240 
Greater Kansas City Mental Health 
Foundation, 86 
Grief (see also Bereavement), 50-58 
Group for the Advancement of Psy- 
chiatry, 271, 276 
Groups (see also Patient groups): 
artificially formed, 237-240 
work norms in, 233, 235-237 
Group therapy, 162 
Growth (see Ego growth) 


c milieu, 227 


Habits, 38 


284 


Head nurse (see Nurses) 
i ization: 
gus coco M modifier, 
189, 190 
definition, 67, 68 
and ego damage, 67-70 
of ego sets, 42 
and the milieu, 71 
and secondary ego disorganiza- 
tion, 64 
Hitch (see also Assumptive state), 
54 
Home visit, 203-206 
Hospitalization: 
and family composition, 254, 255 
reasons for, 226 
Hospitals: 
admission to, 203-213 
culture of, 173 ff, 
change in, 174 
policy of, 140, 14] 
variation among, 84 
Hudson River State Hospital, 206 


Id, 18 
Identity (see also Ego identity): 
legal, 211 
and stimulation, 27 
Ideology (see Attitudes) 
Illness, 47 
Impinger temperament: 
definition of, 6] 
and depression, 68 
Impulse control, 61, 64 
Informal admissions, 159 
Information (see also Communica- 
tion), 112 
Initiation of patients, 208 
Insight, 69, 268, 270 
Instrumental competence, 233 
Instrumental function, 270 


Integration in ego growth, 23, 24 
Internalization: 

of role model, 33 

of role relationships, 22, 23, 28 


Subject Index 


Interpenetration, 221-224 
Interpersonal competence, 12 


Joint Commission on Mental Ill- 
ness and Health, 135, 274 


Kansas City Receiving Center: 
examples of milieu therapy, 112, 
120, 126, 138, 145, 160, 161, 
163, 174, 175, 214, 216, 222, 
223, 262 
History of, 84-86 
study of nurses’ attitudes, 171, 
172 
ward minutes, 174, 175 
Kirkbride building, 101 . 
Korsakoff's syndrome (see Brain 
damage) 


Language (see also Communica- 
tion), 39 

Laws and mental illness, 118 
Learning: 

and discrimination, 21, 28 

of role relationships, 22, 23 
Learning theorists, 15 
Legal limits of authority, 113 
Lifespace, 28, 33 


Manic-depressive illness, 78 
Manpower, psychiatric, 274 
Mapperley Hospital, 204 
Marital status and mental illness, 
253 
Medical director, role of, 189-141 
Medication, 121 
Mental defect, 63 . 5 
Mental Health Research Unit, r 
Mental hospitals, occupancy of, 10 
Mental illness (see Psychosis; Soliz 
phrenia; Ego damage; Neuro: 
sis; etc.) 


Subject Index 


Messages (see also Communica- 
tion), 185, 188 
Metacommunication, 183-185 
Migraine, 64 
Migration, 48-50 
Milieu, 71-83 
Milieu therapy (see also Thera- 
peutic milieu): 
and the aide, 156, 157 
assumptions underlying, 268, 269 
compared with dyadic therapy, 
60, 61 
definition of, 5 
development of, 1-5 
and group therapy, 162 
and life situations, 61 
limitations of, 270 
and moral treatment, 146 
and primary group control, 60 
as primary treatment, 4 
and psychotherapy, 162 
and the public health problem, 
274 
requirements of, 71, 72 
and resident training in psycho- 
therapy, 163 
and sex norms, 177 
and staff attitudes, 117 
Montefiore Hospital, 206 
Moral treatment, 107, 146, 230 
Motivation, 15, 17 


Netherne Hospital, 240, 241, 242 
Neurasthenia,” 70 

Neurosis, 68, 69 

Norms: 
and ego growth, 179, 180 
and the therapeutic milieu, 

178 

Nuclear family (see Family) 

Nurses (see also Aide): 
assumption of authority by, 115 
changes of behavior, 118 
desirable characteristics of, 147 
and ego restitution, 146 

and overinvolvement, 153, 154 


176- 


285 


Nurses (Cont.): 
and patient self-awareness, 151, 
152 
and psychotherapeutic treatment, 
146 
role of, 145-152, 215 
therapeutic aims of, 118 
training for the therapeutic 
milieu, 149, 150 
work norms of, 235, 236 
Nursing and physical structure, 99, 
100 
Nursing organization, 264 


Occupational competence, 12 

Occupational therapy, 62 

Oedipus complex, 11 

Optical illusions, 54 

Orientation and physical setting, 
90-94, 98 


Patient government (see also Ward 
meetings): 
and admission procedures, 210 
and ego organizations, 133 
functions of, 118-122 
principles of, 122, 123 
Patient groups, 238, 239 
Patient problems and physical set- 
ting, 99, 100 
Patient role, 159 


Patients: 
activities, 138 
clothing, 97 


freedom, 159 
names, use of, 116 
possessions, 160 
Permissiveness in the ward, 125 
Personality of nurses, 147 
Physical setting (see also Environ- 
ment): 
ambiguity of, 93 
communicative aspec 
92 


ts of, 90, 91, 


286 


Physical setting (Cont.): 
density of population, 96 
and ego states, 92, 93, 97 
and facilities for staff, 91, 99, 100 
orienting function of, 90, 93, 94, 
97, 98 
and patient problems, 99, 101 
and problem solution, 95, 102, 
103 
and social structure, 99-102 
as therapy, 89 ff. 
Police: 
supportive functions of, 261, 262 
and the therapeutic milieu, 223, 
224 
Policy (see Hospital policy) 
Policy decisions (see Decision mak- 
ing) 
Population density of physical set- 
tings, 96 
Power, 108 
Primary group control, 61 
Problems: 
as contrasted with crises, 54 
and culture, 177-178 
and ego-damaged persons, 55 
and role relations, 165 
in the therapeutic milieu, 218, 
219, 220, 221 
types of, 72 
Problem solution: 
and authority, 133 
and communication, 195, 196 
conditions for, 71, 72 
and ego strength, 55 
and instrumental roles, 73-75 
and the nursing role, 150 
and patient government, 119 
and physical setting, 95, 102, 103 
and socio-emotional roles, 73-75 
Psychiatric categories: 
and ego damage, 60 ff. 
Psychiatric services, distribution of, 
271, 274 
Psychiatric treatment and role spec- 
ificity, 153 
Psychiatrist (see Doctor) 


Subject Index 


Psychic conflict, 14 
“Psychic energy,” 70 
Psychoanalytic concepts, 11, 12 
Psychoanalytic therapy, 270, 271 
Psychologists, 164 
Psychopathy, 70 . 
Psychosis (see Specific categories) 
Psychotherapy: 

difficulty in prescribing, 155 

justification of, 271 

and milieu therapy, 60, 61, 162 
Public Health and Psychiatry, 274 
Public Health Nursing, 263 
Public Welfare Department, 262, 

263 


Racial conflict and milieu therapy, 
178 
Rational-legal authority (see Au- 
thority) 
Record keeping, 151 ! 
Relational skills (see Socio-emo- 
tional skill) 
Relearning, 65 
Reorientation, 19 
Responsibility, medical, 114 
Retirement, 47 
Roles: 
and ego growth, 164 
and ego state, 73, 74 
instrumental, 73-75 
internalization of elements, 22, 
28, 33, 34 
socio-emotional, 73-75 
in therapeutic milieu, 139 ff. 
Role ambiguity, 65 
Role assignment, 137, 188 
Role conflict, 220, 221 
Role learning, 20, 33, 34, 35 
Role partner, loss of, 50, 51 " 
Role relations, problems of, 165 
Role requirements of staff, 76, 77 
Role specifications, 166, 167 
Role specificity, 152, 153 . 
Role structure in the therapeutic 
milieu, 138, 139 


Subject Index 


Role taking: 
concept of, 20, 21 
and communication modifier, 
189, 190 
Rules (see Ward rules) 


Saskatchewan Hospital, Weyburn 
(sce Weyburn Hospital) 
Schizophrenia: 
and communication, 188, 189, 
193 
and concretism, 67 
curability of, 269 
and ego boundary, 27, 2 
and family structure, 257, 
259 
and milieu theory, 269 
and selector temperament, 65 
and Sullivan's theory, 17 
i and work performance, 241 
Schizophrenia, chronic (see Chronic 
schizophrenia) 
Schizophrenia, process type, 65, 66 
Schizophrenia, reactive, 66, 67 
Schools, 260 
Security of tenure, 140 
Self-concept: 
and communication, 195 
and occupation, 230, 231 
and physical setting, 97 
reinforcement of, 48 
and role structure, 167 
Selector temperament: 
and anxiety, 68 
definition of, 61, 62 
and schizophrenia, 65 
Sensory deprivation, 27 
Sex norms, 177 
Skipping as authority problem, 
129 
Snake Pit, The, 95 
Social factors in impulse expression, 
16 
Social inadequacy; 65 
Social influences on innate $ 
15, 28 


128, 


kills, 


287 


Social structure: 
and authority, 110, 111 
and physical setting, 99, 100, 101 
Social worker: 
in treatment process, 204, 208, 
210, 221 
uses of, 164 
Socialization and "spreading," 65 
Socio-cultural situations and ego 
growth, 15, 28 
Socio-emotional skill: 
and division of labor, 233 
and patient group, 239 
and technical skill, 232 
"Spreading": 
and authority structure, 134 
concept of, 64-69 
and work, 232 
Staff (see also Roles), 2, 76, 77, 165 
Stigma, 254 
Superego, 13, 17 
Support to the natural milieu, 250 
Symbols: 
and hierarchization, 68 
normative control of, 184, 185, 
194 
manipulation of verbal, 38 
Synthetic function, 17, 18, 60, 66, 
269 


Task performance, 21 

Technical skill (see also Instrumen- 
tal competence), 232, 233 

Temperament, 61, 62 

Tension reduction, 15 


Thanatos, 15 
Theory, loose ends of, 268, 269, 270 


Therapeutic agents in the commu- 
nity, 248, 249 
Therapeutic atmosphere, 165 
Therapeutic community, 12, 70, 271 
‘Therapeutic milieu (see also 
Milieu therapy): 
and aggression, 178 
and the aide, 156 


288 


Therapeutic milieu (Cont.): 
boundaries of, 221-224 
content of, 213-218 
and creativity, 176 
and crises, 57 
definition of, 57 
and delegation of authority, 121 
and discharge process, 224, 225 
and ethics, 272, 273 
and flow of communication, 115 
and formal rules, 214 
lectures about, 179 
and lines of authority, 127 
and location of authority, 111, 
112, 114 
and patient action, 138 
and police, 223, 224 
problems of, 218-221 
and racial problems, 178 
and roles, 114, 138, 139, 145, 155 
and ward meetings, 115 
and work norms, 179 
and values, 272, 273 
Time orientation, 94, 98 
Tissue tensions, 15 
Traditional authority (see also Au- 
thority), 108 
Transition states: 
and admission procedures, 207 
and crises, 53 
patterns of response to, 53 
and prevalence studies of illness, 
55 
Treatment (see also Milieu 
therapy): 
of acute ego disorganization, 
203 ff. 
dual motives for, 108 
Triangulation, 127 


Values: 


and physical setting, 90, 91 


and the therapeutic milieu, 272, 
278 


Subject Index 


Verbal symbols (see Symbols) 
Ville Evrard, 151, 176, 208, 211 
Visiting arrangements, 96 
Volunteers, 162 
Vulnerability: 
and ego growth, 24 
and ego reorganization, 49 
and physical illness, 47 


Ward culture, 210 
Ward meetings: 
communication in, 115 
composition of, 121 
and doctors, 179 
Ward norms, 176-178 
Ward rules, 119, 120 
Ward size, 100 
Ward staff (see also Roles; Nurses; 
Aides; etc.), 273 
Work: 
and ego states, 230-233, 236 
and employers' attitudes, 234, 
e 233 
and group acceptance, 
at Nette hospital, 240-242 
readiness for, 236, 237 
and social skills, 231 
as therapy, 216-218 
Work norms: 
development of, 235, 236 
and therapeutic milieu, 179 
Work readiness, 236, 237 
World Health Organization, 83, 87, 
100 
Weyburn Hospital: 
aitisrelee of ikea 117, 172, 
173 
authority problems, 124, 125, 130, 
131, 143, 164 
description of, 84 56 
examples of milieu therapy, 159, 
157, 161, 237, 242 
jurisdictional problems, 124, 125, 
130, 131, 143, 164 


Name Index 


Albee, George W., 276 
Allport, Gordon, 15, 30 
Appleby, Lawrence, 197 
Arieti, Silvano, 70, 79 
Aristotle, 16 

Arnhoff, Franklyn N., 106 
Astin, A. W., 271 
Auerback, Alfred, 267 


Baker, A., 87 

det R. F., 81, 73, 79, 236 

p. M, Chester, 135 

Baie Robert H., 86, 168, 271 

ateson, Gregory, 183, 184, 188, 

189, 190, 197, 267 

Belknap, Ivan, 181, 136 

Bell, Norman, 251, 266 

Bennett, Douglas, 231, 241, 243, 
244, 271 

Bettelheim, Bruno, 2, 6, 40, 45 

Bibring, Edward, 27, 31 

Bigelow, Newton, 267 

Boothe, Helvi, 249 

Bowen, Murray, 267 

Brill, Henry, 229 


Brooks, George, 240, 245, 271 

Brown, Esther Lucille, 265, 267 

Brown, George W., 244, 253, 257, 
266, 271 

Brown, J. A. C., 233, 244 

Budner, S., 197 


Callahan, Josephine M., 182 

Calthrop, Carol, 267 

Cameron, John L., 4, 7, 12, 27, 30, 
66 

Cantril, Hadley, 54, 58 

Caplan, Gerald, 47, 58 

Carmichael, Donald, 225, 229, 240 

Carstairs, M., 19, 253, 257 

Cassetta, Rhondda K., 267 

Caudill, William, 4, 7, 208, 228 

Clancey, I. L. W., 85, 87, 168 

Clausen, John A., 266 

Corsini, R. J» 239 

Cosin, Lionel, 250 

Crill, M., 267 

Cumming, Elaine, 45, 48, 84, 87, 
124, 168, 182, 267 


289 


290 


i 9 

Cumming, John, 43, 45, 74, 78, 79, 

84, 87, 124, 166, 168, 182, 192, 
197, 253, 267 


Davies, Llewellyn, 87 

Davis, James, 95, 106 

Davis, Kingsley, 14, 30, 63, 171, 182 
Demerath, N., 170, 182 

Deutsch, Albert, 1, 6, 92, 106 
Dickson, W. J., 235, 244 

Dorgan, Jean, 240, 245 

Dostoevski, F., 270 

Dunham, H. Warren, 266 


Erikson, Erik, 18, 19, 20, 21, 22, 23, 
24, 29, 31, 40, 42, 51, 94 

Esecover, H., 197 

Etzione, Amitai, 111, 135 


Faris, R. E. L., 266 

Federn, Paul, 20, 24, 25, 26, 27, 29, 
31, 94 

Feld, Sheila, 197 

Ferguson, T., 232, 244 

Fox, Renée, 47, 58 

Frank, Jerome, 261, 267, 273 


Freeman, Howard, 253, 255, 967, 
269 


Freeman, Thomas, 4, 7, 12, 27, 30, 
66 

Freud, S., 13, 14, 15, 28, 30, 51, 58 

Freudenberg, Rudolph, 148, 231, 
241, 243, 244, 271 

Fromm, Erich, 17, 81, 270, 276 

Fromm-Reichmann, Frieda, 3, 6 


Garcia-Buenull, L., 135 

Goffman, Erving, 206, 228 

Greenblatt, Milton, 6, 87, 106, 135, 
214, 229, 245 

Gruenberg, Ernest, 69, 78, 247 

Gurin, Gerald, 194, 197 


Name Index 


Haley, J., 197 

Halpern, Abraham, 267 

Hanes, Lee, 86, 214, 228 

Hanley, William F., 249 

Hare, E. H., 266 

Hartmann, Heinz, 13, 14, 17, 18 
19, 21, 23, 30 

Heider, Fritz, 182 

Helm, Elizabeth, 172 

Henry, Jules, 127, 128, 136 

Henry, William E., 45, 48, 55, 59 

Hilgard, E. R., 15, 80 

Hoch, Paul, 182 

Hollingshead, August B., 266 

Homans, George, 16, 31, 135, 235 

Horney, Karen, 17, 81 

Hornstra, Robijn, 86 

Hyde, Robert H., 121, 122, 123, 135 


Ittelson, William, 54, 58 


Jackson, D. D., 197 

Jahoda, Marie, 42, 45 

Jones, Maxwell, 4, 7, 
221, 230, 244, 271 


70, 71, 79, 


Kahn, Robert, 64, 78 
Kahne, Merton, 154, 168 
Key, William H., 6 
Kirkpatrick, Milton, 86 
Kohn, M. L., 266 
Kraepelin, E» 172 


Landy, David, 240, 245 

Langer, Suzanne, 183, 197 ü 

Levinson, D. J., 87, 106, 136, 22! " 

Lewin, Kurt, 23, 24, 26, 31, 33, 27 

Lewis, Ruth, 86 

Lindemann, Erich, 36, 45, 53, 58 

McCaffrey, Isabel, 74, 79 

McGhie, A., 4, 7, 12, 27, 80, 66 

McKerracher, D. G., 91 

McPartland, Thomas, 43, 
168 


45, 166, 


Name Index 


Macmillan, Duncan, 204, 205, 206, 
215, 228, 250 

Malitz, S., 64, 78, 197 

Malzberg, Benjamin, 253, 266 

Mann, Richard, 73, 79 

Marquis, D. G., 15, 30 

Martin, Morgan, 168, 209, 228 

May, Rollo, 31 

Mayo, Elton, 16, 233, 235 

= G. H., 20, 21, 22, 23, 31, 33, 

Menninger, W. C., 2,6 

Merton, Robert K., 34, 45 

Miller, Derek H., 136, 220, 229 

Miller, Leo, 74, 78, 79, 253 

Miller, S. C., 92, 106 

Mills, C. Wright, 171, 182 

Murphy, Gardner, 15, 30 

Murray, Henry A., 15, 30 

Myers, Jerome K., 197 


New, Peter, 179, 182 
Nite, Gladys, 182 


O'Connor, N., 78 
Olshansky, Simon, 235, 244 
Orlando, Ida, 168, 265 
Osgood, Constance, 178 
Osmond, Humphry, 85 


Parsons, Talcott, 5, 7, 21, 22 23, 
31, 33, 34, 47, 58, 73, 76, 79, 
93, 152, 184, 197, 236 

Patton, Robert E., 229 

Peffer, Peter, 240, 244 

Peters, Ann D., 78 

Plant, James, 96, 106 

Polansky, Norman, 92, 106 

Polatin, Phillip, 182 

Pratt, Henry J» 106 


Querido, A., 203, 206, 228 


291 


Rapaport, David, 16 

Raulet, Harry, 240, 245 
Redlich, Frederick C., 266 
Rioch, David McK., 2, 6 
Roberts, Bertram H., 197 
Roethslisberger, F., 235, 244 
Rudolph, Claire, 267 


Sainsbury, Peter, 182 

Saslow, George, 78 

Saunders, Richard, 271, 276 

Scheff, T. J, 125, 136 

Scher, Bernard, 171 

Scher, Jordan M., 197, 215, 217, 229 

Scheutz, Alfred, 48, 58, 206 

Schwartz, Charlotte, 125, 135 

Schwartz, Morris, 3, 7, 127, 160, 219 

Scott, John Paul, 14, 30 

Shakow, David, 65, 78 

Shepherd M., 69, 78, 247 

Simmons, Ozzie, 253, 255, 267, 269 

Simon, Benjamin, 6, 245 

Simpson, Richard, 125, 135 

Sivadon, Paul, 87, 95 

Snow, Herman, 101 

Snyder, Benson, 163, 168 

Socrates, 270 

Solomon, Harry, 122, 123, 135 

Solomon, Philip, 31 

Stainbrook, Edward, 207, 228 

Stanton, Alfred, 2, 3, 6, 7, 127, 128, 
160, 163, 168, 208, 219 

Stevenson, Ian, 69, 78 

Strodtbeck, Fred, 73, 79 

Sullivan, Harry Stack, 2, 3, 6, 17, 
18, 81 

Sylvester, Emmy, 6 


Thomas, W. I. 36, 45 
Thompson, Clara, i7, 31 


Tizard, J., 78 
Tyhurst, James, 53, 54, 55, 58 


Veroff, Joseph, 197 


292 


Vogel, Ezra, 251, 266 
Volkhart, E., 40, 45 


Wallace, Anthony, 34, 45, 89 
Ward, Mary Jane, 106 
Weakland, J., 197 

Weber, Max, 135 

Weinstein, E. A., 64, 78 
Wechsler, Henry, 49, 58 
Wheelis, Alan D., 69, 78 


Name Index 


White, R. B., 92, 106 

White, Robert S., 16, 30, 33, 230 

Wilkens, B., 197 

Williams, Richard H., 87, 106, 136, 
229 

Wilmer, Harry, 71, 79 

Wing, John, 241, 244, 271 

Wynne, Lyman C., 267 


Zborowski, Mark, 150, 168, 194, 197 


Form No. 3. 


PSY, RES.L-1 


Bureau of Educational & Psychological 
Research Library. 


The book is to be r 
the date stamped last, 


ar pe O 


eturned within 


WBGP-59/60-5 119C-5M 


